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PROMPT PROLONGED 


KOLANTYL 


relieves spasm paiN....the superior antacid with anti- 
spasmodic* action...no atropine or belladonna-like side effects." 
controls acid ... the preferred antacid... neutralizes 
hyperacidity promptly.’ promotes healing. .. the protec- 
tive antacid... provides a soothing coating that covers the ulcer- 
ated area.’ halts erosion. ..the preventive antacid... anti- 
enzyme action curbs necrotic effects of pepsin and lysozyme.‘ 
dosage: Adults: 2 to4 teaspoonfuls Gel or 1 to 2 Tablets (should 
be chewed), every three hours as needed. Children: 1 or 2 tea- 
spoonfuls Gel t.i.d. “Bentyl—Merrell’s quick-acting and safe antispasmodic. 


1. McHardy, G. and Browne, D.: South. M. J. 45:1139, 1952. 2. Hufford, A. R.: Rev. Gastroenterol. 
18:588, 1951. 3. Johnston, R. L.: J. Indiana M. A. 46:869, 1953. 4. Miller, B. N.: J. South Carolina 
M. A. 48:245, 1952. 


THE WM. S. MERRELL COMPANY 
New York « CINCINNATI + St. Thomas, Ontario 
TRAOCMARKS: 


*RENTYL’, KOLANTYL® Another Exclusive Product of Original Merrell Research 
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SYNTHETIC BILIARY ABSTERGENT 


(brand of florantyrone) 


Fills an Important Postcholecystectomy Need 


The excellent results with Zanchol in pa- 
tients whose gallbladders have been re- 
moved have been most pronounced in two 
phases of management: 


1. Early—Zanchol in Postoperative Care. 
T-tube studies have demonstrated that 
Zanchol increases the volume and fluidity 
of bile, at the same time changing its color 
to a clear, brilliant green. The greatly im- 
proved abstergent cleansing action of the 
bile is noted in its ability to keep the T 
tubes clean* without rinsing in most cases. 


2. Late—Zanchol in Postcholecystectomy 
Syndrome. By improving the physico- 
chemical properties of bile and increasing 


its flow, Zanchol acts to eliminate biliary 
stasis and sharply reduce or eliminate bil- 
iary sediment. The drug may be employed 
in both prophylaxis and therapy of the post- 
cholecystectomy syndrome. 


Medical Indication for Zanchol 
This includes the treatment of patients 
with chronic cholecystitis for which sur- 


‘gery is not required or may be impossible 


for any reason. 

Dosage: one tablet three or four times 
daily. Tablets of 250 mg. each. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


First day, before administration of Zanchol. 


Second day, after Zanchol administration. 
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1. McGowan, J. M.: Clinical Significance of Changes in 
Common Duct Bile Resulting from a New Synthetic 
Choleretic, Surg., Gynec. & Obst. 103:163 (Aug.) 1956. 
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Therapy of Imbalance of the Body Fluids 
W. D. Snively, Jr., M.D. and M. J. Sweeney, M.D. 


Simplified management of the majority group of patients is based upon 
calculations related to body surface area and the selection of appropriate 
solutions. 


Arborization of Cervical Mucus—A Simple Test for 
Isador Forman, M.D. 

Here is a clear description of the technique and interpretation of a 
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abortion. 


Recent Advances in Ear Surgery . 
Walter E. Heck, M.D. 


Here are some interesting accounts of new techniques—for example, 
stapes mobilization for otosclerosis—that demonstrate the rapid strides 
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these and other timely and informative articles 
scheduled to appear in coming issues, 


A Clinical Method for Solution of Family Problems. 
Watrer H. Derscu, m.p., Stantey F. 
M.D. and Buss Ketty. New techniques in finding 
causes of marital trouble have been developed by 
teams of physicians, attorneys, ministers and finan- 
cial experts, resulting in a high percentage of 
success. 


Results of Medical Treatment of Duodenal Ulcer Com- 
plicated by Obstruction. James W. Grironz, M.D. 
and Cxartes H. Brown, M.D. Thirty-three years 
ago, Sippy reported that high-grade pyloric ob- 
struction may be successfully treated medically, 


This is equally true today. : 


Circumcision of the Female. C. F. McDONALD, M.D. 
This simple technique may aid in relieving a 
variety of symptoms that are due to smegma accu- 
mulation and genital irritation. 

The Nervous System in the Treatment of Acute Chemical 
Poisoning. Joun A. Aira, M.D. ‘This is a practical 
guide for management of neurologic manifesta- 
tions of acute potsonings. It emphasizes that knowl- 
edge of the poison permits anticipation of the 
problems. 


Spontaneous Abortion: Its Causes and Prevention. 
Lesur V. Dut, u.p. This scholarly summary em- 
phasizes that most spontaneous abortions are due to 
abnormalities of the fetus, placenta, membranes 
and cord. Certain measures may aid in preventing 
these causes of fetal wastage. 


Treatment of Acne Vulgaris. Kenneru W. James, 
and Joun B. Tisserand, Because of its 
psychologic implications, acne deserves the meticu- 
lous care proposed in this essay. 


Radioisotopes and the General Physician. 
Froumay, M.D. Dr. Frohman sounds a note of 
optimism for the future clinical use of radioactive 
tsotopes by qualified general practitioners, as well 
as a note of caution concerning the potentia! hazards 
of these useful agents. 
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PUBLISHER'S MEMO 


NINETY-NINE ISSUES and nine years ago, the first copy of GP was 
mailed to 12,602 readers. Last month, we mailed our 100th 
issue. Copies went to 29,324 readers in all parts of the world. 

Nostalgia comes easy at times like this. We remember the tons 
of type and paper, the gallons of ink and tears. These are the 
memories of those who delivered the struggling infant, nursed it 
through neo-natal frustrations, watched it grow to adolescence 
and maturity. 

We know that many readers carefully save each issue and we 
beseech them to dig back in their files, dust off April, 1950, and 
compare it to last month’s “centennial” issue. It’s a study in 
contrast and clarity. 

We’ve made style and format changes but it’s been GP all the 
way. This we see as silent testimony to years of pre-publication 
planning. GP has never been cramped by traditions but has al- 
ways appreciated the value of flowing continuity. 

On the facts and figures side, the first issue contained 128 
pages; last month’s had 296. Nine years ago, we anticipated 200, 
seldom thought about 300. The first issue had four scientific 
articles, last month we had eight. Although the staff is larger, 
it has always remained roughly proportional to the size of the 
magazine. 

Nine years ago, we discussed our plans with the president of 
a large pharmaceutic advertising agency. We told him that GP 
saw the need for a fresh approach to medical journalism. He 
concurred. He said that the competition would be stiff but to 
remember that there’s always room at the top. These words of 
wisdom have remained a GP byword. 

In the months and years to come, you’ll see changes in GP. 
Remember that these are always made with you, the reader, in 
mind. If style or format changes will make GP a more readable 
and useful magazine for the doctor in general practice, we won’t 
hesitate to abandon the oldest policies and convictions. As men- 
tioned here nine years and four months ago, GP is produced 
by professionals for professional people. 

We once again remind our readers that GP is their magazine. 
Without kudos and constructive criticism, we always wonder if 
we’re truly giving the reader what he wants. We think so and 
we hope so but we always welcome your comments and reactions. 

With all this determination to remain at the top, there are 
many fond reminiscences that go with a 100th issue. To the 
dedicated members who have served through the years on the 
Publication Committee, to the loyal and expert staff that has put 
committee policies in action and to the many other people who 
have helped dreams materialize, GP is deeply and sincerely 
grateful. —M.F.C. 
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Two to grow on... 


PABLUM Cereals are the original pre-cooked cereals for babies. 
Vitamin and iron enriched. Pablum Mixed Cereal, Rice Cereal, 
Bariey Cereal, High Protein Cereal, Oatmeal . . . the baby cereals 
made to pharmaceutical standards—especially processed for extra 
smoothness and lasting freshness. 

BiB Juices are the newest addition to the Pablum Products family. 
The first medically accepted orange juice for babies is branded BiB. 
All five BiB Juices are processed to meet babies’ special needs — 
Orange, Orange-Apricot, Prune-Orange, Pineapple with Acerola, and 
Apple with Acerola. 


You can specify Pablum Products with confidence ... 


Mead Johnson 


Symbol of service in medicine © Pabium Products Division of Mead Johnson & Company, Evansville 21, Indiana 
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REPORT FROM THE EXECUTIVE DIRECTOR 


AUGUST 1958 


Significant Events 


Medicare Plan Issues 
First Annual Report 


Navy Surgeon General 
Predicts Higher Rates 


Kaiser To Open New 
Island Medical Center 


> Without the counsel of a competent statistician, the first 
annual report on the Medicare program is little more than a 


cluttered compendium. However, a few interesting points man- 
age to emerge from the maze of verbiage. 

In slightly less than 13 months, Medicare processed 
242,845 hospital and 384,149 physician claims with a total 
dollar value of $53,684,924. The apparent average, per 
claim, is $72.59 for physicians and $106.23 for hospitals. 

The report acknowledges that "distant rumblings for an in-— 
demnity plan have become more thunderous in some areas." It 
implies that "leaders of organized medicine" have been beat— 
ing the indemnity drum despite the fact that physicians are 
"individually satisfied." 

Tabulated data show maternity cases to be about 45.6 per 
cent of the Medicare program. The other two categories are 
surgical (28.1 per cent) and medical (26.3 per cent). 

Threatened budget cuts are still the program's biggest 
problem. With military hospitals full of empty beds and 
idle hands, some members of Congress want to discourage the 
use of civilian facilities. This would make a sham of the — 
implementing directive which clearly states that eligible 
dependents "shall have free choice between uniformed service 
medical facilities and civilian medical facilities." 


> Navy Surgeon General B. W. Hogan has already told a Senate 
subcommittee about proposed legislation that would double 
the $25 charge levied on dependents who use civilian facil— 
ities. This is only one of several steps currently being 
considered by the Defense Department. In each case the ob-— 
jective is simply to force dependents to "choose" military 
medical care facilities. 


> Henry J. Kaiser is pouring $4 million into a new Honolulu 
medical center scheduled to open December 1. The Kaiser 
plan will compete with the Hawaii Medical Services Associa— 
tion, currently serving 160,000 islanders. 

Reports indicate that Kaiser will offer better coverage 
for less money. He hopes to staff the hospital with local 
physicians (five have already signed up) but admits it may 
be necessary to import physicians from the mainland. 

The plan, founded by a mass producer of ships and medi- 
cine, does not permit the patient to name his own physician. 
Kaiser's success would indicate that free choice is not 
always the patient's primary concern. 


Insurance Witness 
Blasts Forand Bill 


Opposes Forand 
Bill Provisions 


AMA Studies VA 
Hospital Care Costs 


> With certain obvious exceptions, members of the House Ways 
and Means Committee are beginning to admit that the Forand 
compulsory health insurance bill is simply a political foot- 
ball. This will not come as news to anyone who has read be- 
yond the title. As pointed out here more than nine months 
ago, the bill is a cheap attempt to buy the labor union vote 
and, as such, insults the intelligence of every thinking 
union member. 

Credit for making the obvious apparent must go to insur- 
ance industry witnesses who stood up under Forand's wither- 
ing fire. Special kudos go to E. J. Faulkner, president of 
the Woodmen Life and Accident Co., Lincoln, Nebraska. Ina 
documented 13—page statement, Mr. Faulkner pointed out that 
the Forand bill (1) would do absolutely nothing for more 
than five million men and women who have reached retirement 
age but are not eligible for benefits; (2) is an actuarial 
monstrosity that will collect dimes and spend dollars and 
(3) destroys freedom and initiative by forcing a compulsory 
"package" plan that is "inflexible, cumbersome, expensive 
and inferior." 

In contrast to medical witnesses who talked about ideals 
insurance industry witnesses talked about dollars, facts and 
figures. If the Forand monolith topples, the nation can 
thank these men. The best bet is that it will be pigeon- 
holed until 1960 and dragged out again during a presidential 
election year. 


p> During committee hearings, HEW Secretary Folsom told 
Forand that the Administration would not support the contro- 
versial compulsory health insurance bill. Folsom suggested 
that it might be a good idea to postpone action until the 
results of social security program study are available in 
January. 

However, there is a perhaps better than even chance that 
the social security tax base will climb from $4,200 o 
$4,800. Amounts withheld are calculated on a percentage 
formula and are already scheduled to climb at intervals. 


p> Figures recently released by the AMA's Council on Medical 
Services indicate that the average Veterans' Administration 
hospital stay is 60 days longer (82.8 days) than the average 
non—Federal hospital stay (22.4 days). The cost per case in 
a VA hospital is $928; in a non—Federal hospital, $258. 

The study also points out a glaring statistical discrep-— 
ancy in VA estimates. The VA, for reasons of its own, bases 
length-of-stay estimates on the number of patients dis— 
charged. This approach ignores patients who are permanently 
or semi—permanently hospitalized. The AMA's more 
realistic figures are instead based on hospital admissions. 

Laws governing the operation of VA hospitals also help 
account for the 60-day difference. For example, a patient 
with a non-service—connected disability cannot be treated 
unless he is hospitalized. As a result, many veterans who 
would normally fall in out-patient categories are needlessly 
hospitalized. 
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In Acne 


TUCKS 


soft cotton flannel pads saturated with 
witch hazel (50%) and glycerine (10%), 
DH about 4.6 


answers 
dermatologic and an 
emotional need 


Cleansing, solvent, mildly astringent 
TUCKS provides a new and valuable 
therapeutic aid for the treatment of acne. 
At home in their handy jars, or at school 
in the moisture-tight plastic envelope 
provided, soothing Tucks pads promote 
the thorough skin care indispensable to 
the successful treatment of acne. 
Always ready for use, TUCKS en- 
courages cleanliness when used as finger 
shields for expressing comedones. 


For a generous office supply of TUCKS 4 
—just fllin and return this card. 
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Massachusetts. President: Epmonp P. Larkin, M.D., 117 Main 
St., North Adams; Secretary: Cuartes W. STRATTON, M.D., 
2 Park St., Lee 


Michigan. President: Francis P. RHOADES, M.D., Maccabees Bldg., 
Detroit 2; Executive Secretary: E. Crarkson Lone, ™.D., 
2626 Rochester Ave., Detroit 6 


Minnesota. President: Rosert O. M.v., 7th and Mar- 
quette Sts., Minneapolis; Secretary-Treasurer: Paut W. 
Linner, M.D., Medical Arts Bldg., Minneapolis; Executive 
Secretary: James A. Bake, M.D., 15 9th Ave. S., Hopkins 


Mississippi. President: Joun C. Loncest, M.D., Box 155, State 
College ; Secretary-Treasurer: RoBERT JamMEs MOORHEAD, ™.D., 
107 E. Jerrerson St., Yazoo City; Executive Secretary: Miss 
Louise Lacey, Box 1435, Jackson : 
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Missouri. President: RicHarp R. Becker, m.p., 4000 Baltimore 
Ave., Kansas City; Secretary-Treasurer: James H. Tro- 
LINGER, M.D., Jackson; Executive Secretary: Mr. RayMonpD 
McIntyre, 622 Missouri Theatre Bldg., St. Louis 


Montana. President: Amos R. Littie, M.p., 555 Fuller Ave., 
Helena; Secretary-Treasurer: VeRNoN D. STANDISH, M.D., 
127 McLeod, Big Timber 


Nebraska. President: Hersert D. Kuper, m.p., 2511 15th 
St., Columbus; Secretary-Treasurer: Joun A. Brown, III, 
m.D., 113 N. 11th St., Lincoln; Executive Secretary: Mrs. 
Auetua E. Kos, 113 N. 11th St., Lincoln 


Nevada. President: Rosert V. BRroapBENT, M.D., 190 Mill St., 
Reno; Secretary-Treasurer: Ricuarp C. SHERETZ, M.D., 508 
Humboldt St., Reno 


New Hampshire. President: Harotp Curtis Pickwick, M.D., 247 
Main St., Lisbon; Secretary-Treasurer: Wuuam F. Put- 
NAM, M.D., Lyme 


New Jersey. President: Rosert E. Verpon, m.p., 576 Anderson 
Ave., Cliffside Park; Secretary: A. Guy Campo, m.p., 405 
Broadway, Westville; Executive Secretary: Mr. ArTuur R. 
E1enBERGER, 120 Halstead St., East Orange 


New Mexico. President: Jose A. Rivas, M.D., 122 N. Main, Be- 
len; Secretary-Treasurer: Freperick R. Brown, M.D., 207 N. 
Union, Roswell 


New York. President: Seymour Fiske, m.D., 150 E. 7lst St., 
New York 21; Secretary-Treasurer: Raymonp S. McKeesy, 
M.D., 84 Main St., Binghamton 


North Carolina. President: CHartes T. WILKINSON, M.D., Wilkin- 
son Bldg., Wake Forest; Secretary-Treasurer: Joun R. BEn- 
DER, M.D., Nissen Bldg., Winston-Salem 


North Dakota. President: ALAN K. JoHNSON, M.D., 410 6th St., 
E., Williston; Secretary-Treasurer: Ricuarp DePuy Nier- 
UNG, M.D., 401 3rd St., P.O. Box 951, Southeast, Jamestown 


Ohio. President: Eart C. Van Horn, m.p., 4843 Reading Rd., 
Cincinnati; Executive Secretary: Mr. Davin J. Byrnes, 209 
S. High St., Columbus 15 


Oklahoma. President: Cuartes E. Jr., M.D., 727 N. 
Lewis, Tulsa; Secretary-Treasurer: V. M. RUTHERFORD, M.D., 
328 E. Aeronca, Midwest City; Executive Secretary: Mrs. 
Orenz Ramsey, Box 9696, Shartel Station, Oklahoma City 


Oregon. President: Bertram L. m.D., 2054 N. Capitol 
St., Salem; Executive Secretary: Mrs. ANNA Payne, 4942 
Northeast 34th Ave., Portland 11 


Pennsylvania. President: Georce A. Row1anp, M.D., P.O. Box 
117, Millvale; Secretary-Treasurer: Horace W. Esupacn, 
M.D., 4450 State Rd., Drexel Hill 


Puerto Rico. President: FERNANDO VALLECILLO, Ja., M.D., 1116 
Ponce de Leon Ave., Rio Piedras ; Secretary-Treasuter: RaLPH 
J. Lum, Jr., m.v., 601 Avenue Miramar, Santurce 10 


Rhode Island. President: Epmunp T. HacKMAN, M.D., 1370 War- 


wick Ave., Warwick; Secretary-Treasurer: Ricuarp J. Kraz- 
MER, M.D., 2907 Post Rd., Greenwood P.O., Warwick 
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South Carolina. President: Homer M. EarGue, M.D., 231 Amelia 
St. Northeast, Orangeburg; Secretary-Treasurer: Horace M. 
Wuirworts, 301 E. Coffee St., Greenville; Executive 
Secretary: Mrs. Inez C. Lytiz, 301 E. Coffee St., Greenville 


South Dakota. President: Cuartes A. JOHNSON, M.D., lst Na- 
tional Bank Bldg., Lemmon; Secretary-Treasurer: MAGN 
Davison, M.D., Brookings Clinic, Brookings 


Tennessee. President: JoHN Paut Linpsay, M.D., 5207 Harding 
Rd., Nashville 5; Secretary-Treasurer: Invinc R. 
M.D., 601 Woodland St., Nashville 


Texas. President: G. W. CLEVELAND, M.D., 1209 Parkway, Aus- 
tin; Executive Secretary: Mr. Donatp C. Jackson, 1905 N. 
Lamar St., Austin 


Utah. President: F. Tayior, M.p., 1265 4th N., Salt 
Lake City ; Secretary-Treasurer: Harotp E. Younc, JR., M.D., 
2 S. Main St., Midvale 


Vermont. President: Tuomas A. KENNAN, M.D., 49 West St., 
Rutland; Secretary-Treasurer: Epwarp B. Crane, M.D., Box 
306, Charlotte 


Virginia. President: Wuu1am L. Bau, m.p., 714 North Blvd., 
Richmond; Secretary: Russet, G. MCALLISTER, M.D., 1016 W. 
Franklin St., Richmond 20; Executive Secretary: Mrs. Louise 
B. Greiner, 1105 W. Franklin St., Richmond 20 


Washington. President: Harotp D. Frirz, m.p., Cathlamet; Sec- 
retary-Treasurer: JoHN E. GAHRINGER, M.D., Medical Arts 
Bldg., Wenatchee; Executive Secretary: Mr. Watrer Lap- 
stey, Medical Arts Bldg., Vancouver 


West Virginia. President: Szeicte W. Parks, M.D., 102 Adams St., 
Fairmont; Secretary: James Kerr Pickens, m.p., 116 S. 5th 
St., Clarksburg; Executive Secretary: Mr. Dontey T. SHuttz, 
Box 1187, Fairmont 


Wisconsin. President: THeopore J. Nerem, m.p., 333 Glen Way, 
Madison; Secretary-Treasurer: Epcar Enp, m.p., 7608 West 
State St., Wauwatosa 13; Executive Secretary: Mr. Lou 
Ruepenuorr, 758 N. 27th St., Milwaukee 


Wyoming. President: S. JosepH G1ovaLe, M.D., 622 Central Ave., 
Cheyenne; Secretary-Treasurer: H. PENNOYER, M.D., 
Hynds Bldg., Cheyenne 


“Now promise you won't use me in a book.” 
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three-way mechanism of action 


Brand of Valethamate bromide 


in one molecule 


long step forward 


MUREL 


“MUREL” is the newest development of research in quaternary ammonium con- 
pounds. It advances today’s therapy of G.U., G.I. and biliary tract spasm toward the 
ideal in decisive relief without intolerance or drug-induced complications. “muRrEL” 
also supplements peptic ulcer therapy by breaking the chain reaction of spasm-pain. 


Dosage: Mild to moderate cases: initially, 1 
or 2 tablets four times daily. Acute or severe 
cases: 1 to 2 cc. (10-20 mg.) intravenously or 
intramuscularly every four to six hours up to 
maximum of 60 mg. in 24 hour period. The 
higher dosage range is usually required in 
spasm of G.U. and biliary tract. 


Supplied: “muREL” Tablets—10 mg. Valetha- 
mate bromide, bottles of 100 and 1,000. 
“MUREL” Injectable—10 mg. per cc., vials of 
5 cc. (Also available: “mMuREL” with Pheno- 
barbital Tablets — 10 mg. Valethamate bro- 
mide with % gr. phenobarbital per tablet, 
bottles of 100 and 1,000.) 


Ayerst Laboratories + New York 16, N.Y. + Montreal, Canada 
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William H. Beierwaltes, M.D., a fellow medical journalist, is associate edi- 
tor, Journal of Laboratory and Clinical Medicine. He is also associate professor of 
internal medicine at the University of Michigan, his alma mater. Dr. Beierwaltes 
serves as coordinator of the Clinical Radioisotope Unit, University Hospital, and 
is consultant to the Ann Arbor Veterans Administration Hospital radioisotope 
unit. A past president of the American Federation for Clinical Research and 
a member of the Society of Nuclear Medicine, Dr. Beierwaltes is the second con- 
tributor in Michigan’s “Practical Therapeutics” series. His article is “Nodular 


’ Goiter: Diagnosis and Treatment with Radioactive Iodine.” Page 110 


William H. Brown, Ph. D. collaborated with University of Utah College of 
Medicine colleagues Robert H. Hales, M.D. and James F. Bosma, M.D. on 
**Psychologic Aspects of Prolonged Dysphagia Following Bulbar Poliomyelitis.” 
Dr. Brown is chief clinical psychologist, Utah Child Guidance Center, Salt Lake 
City, and associate research professor in the University’s psychiatry department. 
He belongs to the American Orthopsychiatric Association and the American 
Psychological Association. Dr. Brown received his master’s degree from Lehigh 
University, his doctorate from the University of Kansas, and is a diplomate of 
the American Board of Examiners in Professional Psychology. Page 103 


Isador Forman, M.D. graduated from Temple University School of Medicine, 
Philadelphia, Pa., in 1926. Since his graduation, he has been on the university’s 
hospital and teaching staffs, having served both his internship and residency 
there. Currently, Dr. Forman, a native Philadelphian, is clinical professor of 
obstetrics and gynecology and chief of the infertility clinic. The 56-year-old 
physician is also chief of service in obstetrics and gynecology at Philadelphia 
General Hospital and is certified by the American Board of Obstetrics and 
Gynecology. Dr. Forman’s article is ‘‘Arborization of Cervical Mucus—A Simple 
Test for Ovarian Function.” Page 86 


tba William D. Snively, Jr., M.D., vice president and medical director of Mead 
Johnson & Company, Evansville, Ind., is an Academy member. With M. J. 
Sweeney, M.D. he wrote “Therapy of Imbalance of the Body Fluids.” A graduate 
of Northwestern University School of Medicine, Dr. Snively was on active duty 
with the Navy and Marine Corps from 1941 to 1946. The major portion of his 
time was spent as a flight surgeon and his wartime activities took him to both 
theaters of operation. Dr. Snively has been a regular contributor to medical 
literature for 18 years and has prepared and presented 18 scientific exhibits, He 
is a member of the American Medical Writers’ Association. Page 74 


Don A. Stotzer, M.D. is a young general practitioner in Archbold, Ohio. 
After his discharge from the Army in 1947, Dr. Stotzer took premedical work 
at both the University of Michigan, Ann Arbor, and Ohio State University, 
Columbus, receiving his B.S. degree from the latter. He graduated from Ohio 
State University College of Medicine in 1955. Dr. Stotzer returned to Arn . 
Arbor for an internship and general practice residency. During this period, he 
wrote “Prevention of Tetanus in Traumatized Patients,” the article which ap- 
pears in this issue. Dr. Stotzer returned to his hometown, where he is now en- 
gaged in group practice. Page 100 


17 


p 
3 
q 
2 
4 
4 
| 
4 
Oo, 
f 
. 


AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


is there any correlation between 

the amount of protein in urine and 
the grade of heart failure? 

Yes. There is a fairly positive correlation. 

Source—Race, G. A.; Scheifley, C. H., and Edwards, J. E.: Circulation 13:329, 1956. 


Proteinuria In Cardiac Failure 
Mg. % Protein 


I (31 patients) 


IV (11 patients) 


“‘dip-and-read”’ tests 
adjuncts in Clinical Medicine 
ALBUSTI t Reagent strips for proteinuria 


TRADEMARK 


KETOSTIX Reagent strips for ketonuria 


TRADEMARK 


CLI N ISTIX Reagent strips for glycosuria 


( AMES COMPANY, INC - ELKHART, INDIANA 
f.\ Ames Company of Canada, Ltd., Toronto 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


More USAF Residencies 


Dear Sirs: 

At the present time, we have a general practice residency 
program in operation at the 3810th USAF Hospital, Max- 
well Air Force Base, Montgomery, Ala. Additional programs 
are now in the planning and organization stages. On July 
1, 1959, it is expected that approved programs will be in 
operation at the hospitals listed below. Programs in several 
other hospitals are planned in subsequent years. Each of the 
hospitals will have the capability of providing good training 
for four or more residents in each year of a two-year pro- 
gram. 


1001st USAF Hospital, Andrews Air Force 
Base, D. C. 


2750th USAF Hospital, Wright-Patterson Air Force 
Base, Dayton, Ohio 


3380th USAF Hospital, Keesler Air Force Base, 
Biloxi, Mississippi 
Our Medical Education Division recently requested and 
received from the American Academy of General Practice a 
supply of two publications pertaining to training in general 
practice. One is a revised list of approved general practice 
residencies, and the other, a reprint from GP entitled 
“Academy Recommendations on General Practice Resi- 
dencies.”” 
These publications have been furnished to our hospitals 
which are designated to conduct training programs. The 
information contained in these pamphlets should be of 
considerable value to those individuals who are engaged in 
planning, organizing and conducting programs. * 
Major GENERAL Dan C. OGLE, usAF (MC) 
Surgeon General 

Department of the Air Force 

Washington 25, D. C. 
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Where Now, Doctor? 


Dear Sirs: 

My internship at St. Luke’s Hospital has ended, and 
I’m frankly puzzled as to my next move. 

Having read many of Dr. J. S. DeTar’s comments on 
the future of general practice and having enjoyed hearing 
him speak on two or three occasions while attending medi- 
cal school at the University of Michigan, I felt that perhaps 
he could advise me. 

Almost without exception my fellow interns (31 of them) 
are going into residencies in the various specialties. A vast 
majority of my medical school classmates also planned to 
specialize. 

However, I’ve felt right along that general practice offered 
something unique in the way of a doctor-patient relation- 
ship that no specialty could ever offer. _ 

I would like to go into general practice, probably in a 
larger city or town, since I was raised in Detroit, but I am 
frankly discouraged by the following: 

1. The few worthwhile general practice residencies 
available. 

2. The relatively few good hospitals in the larger cities 
with appointments available for general practitioners. 

3. The constantly increasing restrictions on what a gen- 
eral practitioner may do in most hospitals. 

I would like good further training for general practice, 
hoping eventually to practice somewhere in Michigan. 

Perhaps it is thoughtless of me to take up your time 
with miy uncertainties, but I would be deeply grateful if 
you could advise me. 

Louis ZaKOo, M.D. 
Chicago, Ill. 


Dr. DeTar, a recent president of the Academy and a fluent 
spokesman for general practice, has the followng advice for 
young Dr. Zako.—PvuBLISHER 
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during the middle years... 


help assure health in the years of retirement 1 


each Kapseal contains: 


comprehensive physiologic supplement 


vitamins and minerals 


{ 
VITAMINS 
Vitamin A 1,667 Units (0.5mg.) to maintain cellular function 
Vitamin B; mononitrate 0.67 mg. 
Ascorbic acid 33.3 mg. i i i 
Nicotinamide 16.7 mg. enzymes to aid digestion 
0.67 mg. 
protein improvement factors 
0.033 usP unit (ora) help maintain nitrogen balance 
Folic acid 0.1 mg. ‘ 
Choline bitartrate 6.67 mg. steroids to stimulate metabolism 
Pantothenic acid 
(as the sodium sait) 5 mg. 
MINERALS 
Ferrous sulfate (exsiccated) 16.7 mg. 
lodine (as potassium iodide) 0.05 mg. 
Calcium carbonate 66.7 mg. 
DIGESTIVE ENZYMES 
Taka-Diastase® 20 mg. 
Pancreatin 133.3 mg. 
PROTEIN IMPROVEMENT FACTORS 
Il-Lysine monohydrochloride 66.7 mg. 
di-Methionine 16.7 mg. 
GONADAL HORMONES 
Methyl testosterone 1.67 meg. 
Theelin 0.167 mg. 
DOSAGE: 


One Kapseal three times daily before meals. 
Female patients should follow each 21-day course 


with a 7-day rest interval. 


PACKAGING: 


ELDEC Kapseals are available in bottles of 100. 


% 
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¢ 
« 
+ 
PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN 
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Dear Dr. Zako: 

Your good letter with its frank statement of the trainee’s 
current problem brings into focus the plight in which too 
many of the young doctors in your class find themselves. 
They want to engage in the general practice of medicine 
where they are most needed, and yet are unable to find 
suitable training. 

Both the AMA and the AAGP are presently grappling 
with this problem. Unfortunately, the results of the efforts 
of both organizations are not yet felt in a rapid increase in 
the number of high quality residencies in general practice. 

However, there are about 700 general practice residen- 
cies available, with 51 new ones approved during the past 
year. About 75 per cent of these were filled during the 
past year. It is true that some are not of highest quality; 
these are gradually being weeded out. Some are excellent. 
You can procure a list of these residencies by writing to 
Mr. Charles E. Nyberg of the American Academy of Gen- 
eral Practice, Volker Blvd. at Brookside, Kansas City 12, 
Mo. 

It is true that there are many hospitals which restrict 
the professional activities of the generalist. This is particu- 
larly true in the larger hospitals in the larger cities, such 
as Harper Hospital in Detroit. In such institutions, spe- 
cialists also find it difficult to secure appointments, because 
of the size of the staff. There are few locations, however, 
where a well-trained generalist cannot secure hospital affili- 
ation. 

Our studies during the past year indicate that in most 
areas, the generalist is given the opportunity to practice 
medicine to the limit of his competence. Fewer instances of 
discrimination have been reported this past year than in 
any year during the past ten years. I believe this is a trend 
and that it will continue. You just don’t get the true pic- 
ture in a teaching hospital in Chicago. 

.I would certainly advise you to take the second year of 
training—in a general practice residency—if you can find 
a location to your liking. If you cannot, then I would ad- 
vise a year of residence in medicine, working in all the 
emergency room time possible, and attempting to get part 
of the year, three months if possible, or an extra three 
months, in pediatrics. 

What you need to round out a full general practice 
training, of course, depends on what you have had in your 
year of internship, and where you plan to practice. If you 
plan to settle in Detroit, or near a large metropolitan area, 
you need medicine, pediatrics, psychiatry and trauma (with 
minor surgery) principally. 

If you were planning on an outlying area, you should 
have more obstetrics and surgery than you can get in a 
two-year training. 

By all means get the second year of training. Get all 
the medicine you can get, but you don’t need boards in 
medicine to qualify as a good physician. Most internists 
are doing general practice by necessity. Get that second 
year and move back to Michigan. We can use plenty of 
Well-trained men almost anywhere in the state. 


J. S. DeTar, 
Milan, Mich. 
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Accredited 


Dear Sirs: 

As you undoubtedly know, we have been including in 
our scientific programs, at national and regional meetings, 
panels that are directed to the general practitioner on the 
subject of the management of surgical emergencies. We 
believe that surgical organizations should be as helpful as 
possible to the man in general practice, who so often is the 
first medical man at the scene of an accident or in an acute 
surgical emergency. 

We will be very happy to provide any one of your mem- 
bers with a certificate showing that he has attended scientific 
sessions conducted by the International College of Sur- 
geons. We had the pleasure of having many hundreds of 
Academy members at our meeting in Los Angeles in March. 

Ross T. McInTirE, M.D. 
Executive Director 
International College of Surgeons 
Chicago, Ill. 


Problems Far Removed 
Dear Sirs: 


I received your questionnaire, “Inside General Practice 
in 24 Hours,” and I am sorry I cannot answer it. 

I practice on the Klamath River Highway, a road 225 
miles long which runs through the Klamath National Forest 
from Eureka to Yreka. I am 75 miles away ftom another 
doctor or a hospital. 

I practice in a town of old-timers where lumber mills 
and mines are the source of income. There is no work in the 
winter, and people live from their “rocking-chair” money. 
There are 2,000 people here in summer and 500 in winter. 
I hold a baby clinic once a month where I see normal and 
sick children, 20 to 50 at a time. I am doing this alone ex- 
cept for a public health nurse who comes in from Yreka, if 
the road is open. 

In 1953 we were isolated 19 days by snow with no elec- 
tricity, no phone and no food. Some good women cooked 
soup and killedahog. We bought that for 50 cents a bowl. 
I heated my things on a propane heating stove. My cook 
stove is electric and there was no juice. 

I follow what I learned at Stanford in the few children 
I see. I give enough DPT, polio vaccine, vaccinations and 
Asian Flu vaccine to prevent any serious illness. We have 
had no epidemic. I have emergency Mercy Flight service 
from Medford, Ore. in 15 minutes which takes the badly 
wounded men from woods or mill accidents as well as very 
sick patients to the hospital. So far no child has had to be 
flown out. 

What few doctors come here are gone in a few days. This 
is good fishing and hunting country, but very isolated. I 
tried to incorporate the town last year by spending my own 
money but the idea was defeated 182 to 78. 

I belong to the Siskiyou County Medical Society but I 
have to go 110 miles to attend any of its meetings. I get 
there very rarely as that means being away from here for 


half a day. 
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e squeeze of modern diuretics 
Mates excess fluids — but loss 
= of potassium is unavoidable 


It must be replaced. 


READILY elixir 
ABSORBED (Potassium Gluconate, W-T) 
REMARKABLY 
WELL TOLERATED | A of twice (30 cc.) 
supplies the normal daily potassium requirement 
EXTREMELY is (38.4 mEq.)—approximately equal to the elemental 
PALATABLE potassium in one fifth gallon of orange juice. One 
teaspoonful (5 cc) = 6.4 mEq. of K in 500 mg. KCI. 
AVOIDS 
UNCERTAINTIES OF 
WITH ADRENAL CORTICOID THERAPY, 
DANGERS OF KAON IS USEFUL IN PREVENTING 
INTRAVENOUS 
POTASSIUM DEPLETION. 
References: W. J. Kolff, “Acute Renal Failure: Causes 
and Treatment,” The Medical Clinics of 
North America, 30:1052 (July 1955). 
Peter Forsham, “Symposium on Adrenal 
WARREN-TEED — Therapy,” Metabolism, 7:19 (Jan. 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 
— = Dallas Chattanooga Los Angeles Portland 
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Many times I wish we had paved streets and sidewalks 
instead of dust and mud, many times I wish we had good 
water to drink instead of mud running through open 
ditches, how many times I wish we had a sewage system 
instead of open toilets, and some real policemen to get con- 
trol of drunks and sex offenders. 

At any rate, my problems are so far removed from yours 
Ican hardly compare them. If I had not bought a ranch here 
30 years ago I would not be living here now. 

—Ricuarp E. Graun, M.D. 
Happy Camp 
Siskiyou County, Calif. 


Member Graun refers to the Academy’s recently-completed 
survey on pediatrics which was made to gain a better under- 
standing of members’ practices. Dr. Graun’s letter proves 
one thing—some members, even though few, practice under 
very difficult conditions. — PUBLISHER 


Dr. Harpole’s Letters 


Dear Sirs: 

I am interested in Dr. Bernard Harpole’s letters as 
described in the article “Letters to Patients: Three-Cent 
Investments” appearing in the December 1957 issue of GP. 
This article mentioned that copies of ten of Dr. Harpole’s 
letters are available on request from the Academy office. 

Thank you very much for this service. I look forward 
to each issue of GP and consider it tops above all other 
medical journals. 

Rosert J. ANDREWS, M.D. 


Roxboro, N. C. 


Copies of the Harpole letters went posthaste to Member 
Andrews as well as to numerous other readers who found this 
article of particular value —PUBLISHER 
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THE EK-III 
ELECTROCARDIOGRAPH 


25 nm. per second or mm. per second 


Whenever you need a more detailed elec- 
trocardiogram you switch the EK-III from 
the standard 25 mm.-per-second speed to 
50mm. This double speed enlarges hori- 
zontal dimensions of the record and rapid 
deflections can be more easily studied. In 


effect, you have a “close-up.” 


Weight of the unit is just 22% lbs., 
yet the EK-III uses easy-to-read standard- 
sized record paper. The EK-III top-load- 
ing paper-drive eliminates tedious thread- 
ing. Newly designed galvanometeér and 
rigid single-tube stylus insure even greater 


record clarity and accuracy. 


Why not write for descriptive material, 
or ask your dealer for a demonstration of 
the new Burdick electrocardiograph? We 
are proud to present the new dual-speed 


EK-III, and invite your inspection. 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 
Branch Offices:. NEW YORK * CHICAGO * ATLANTA * LOS ANGELES 
Dealers in ail principal cities 


NEW 
appearance... versatility 
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chemically different - pharmacologically unique 

Clinically distinctive 

+ prompt and predictable action 
Tablets: work overnight without disturbing sleep;'-* 
taken before breakfast, act within six hours 
Suppositories: produce evacuation in 15-60 minutes*-* 


«acts directly on colonic mucosa’® 
+ virtually no contraindications'-** 
+ very well 


dosage: Tablets: One to 3 (usually 2) at bedtime for bowel 
movement the folowing morning, or 2 hour before breakfast 
for a movement within six hours. 

Suppositories: One at time bowel movement is required. 


supplied: DULCOLAX® (brand of bisacodyl). Yellow enteric-coated 
tablets of 5 mg. in boxes of 6 and bottles of 100. Suppositories 
of 10 mg. in boxes of 6. Under license from C. H. Boehringer 
Sohn, Ingelheim. 


acts directly on colonic mucosa 
does not depend on systemic absorption 
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CONTROL 
THE EMOTIONAL 
COMPONENT 
ALLERGIES 


in many cases, the “psychogenic component...must be 
treated before clinical improvement can be expected.’”™* 


Miltown 


| meprobamate ( Wajlace ) 


relieves both mental and muscular tension | 


> without affecting autonomic function 
> without impairing mental or physical efficiency 


Of 83 cases with stubborn allergic 
disease, 32 patients definitely improved 
when Miltown was added to 
conventional therapy.* 


*Eisenberg, B. C.: Role of tranquilizing drugs in allergy. J.A.M.A. 163:934, March 16, 1957. 
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PERSONALITIES 


IN THE MEDICAL NEWS 


William Linwood Ball, M.D. 


“A New Office for a Medical Leader 


AT THE RECENT San Francisco meeting, Academy Member W. Lin- 
wood Ball, Richmond, Va., was elected vice president of the AMA. 
A general practitioner for almost 30 years, Dr. Ball is currently presi- 
dent of the Virginia Academy of General Practice. He has also served 
as president of the Richmond Academy of Medicine and the Rich- 
mond Academy of General Practice. The new vice president has been 
one of Virginia’s AMA delegates and is a member of the World Medical 
Association. During World War II, Dr. Ball was a lieutenant colonel 
in the Army Medical Corps, commanding two hospitals in the South 
Pacific. For two years, he was executive officer of the Tripler General 
Hospital, Honolulu. In 1957, Dr. Ball was made a colonel in the 
Virginia National Guard. A graduate of the Medical College of Vir- 
ginia, he holds positions on the attending staff of three Richmond 
hospitals, including the college hospital, Richmond Memorial and 
Retreat for the Sick. 


Frank Hammond Krusen, M.D. 


A New Honor for a Pioneer 


Ir TOOK a quick phone call to bring Dr. Frank H. Krusen to the 
AMA’s San Francisco meeting. The Mayo Clinic physician had to be 
at the inaugural ceremonies to receive that organization’s Distin- 
guished Service Award, one of medicine’s highest honors and one he 
obviously didn’t expect. Selected by the AMA house of delegates 
from three names submitted by the board of trustees, Dr. Krusen has 
made outstanding contributions in physical medicine and rehabilita- 
tion. Ironically, he entered that particular field because he himself be- 
came seriously ill. Dr. Krusen began his career as a surgeon but a bout 
of tuberculosis ended that. During a slow recuperation, he became 
interested in the treatment of disease by physical agents. Dr. Krusen 
established the first department of such medicine in the U.S. at 
Temple University. He has won the President’s Physicians Award for 
services to the handicapped and the Annual Gold Key Award of the 
American Congress of Physical Medicine and Rehabilitation. 
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Col. Floyd L. Wergeland, U.S.A. (MC) 


A New Doctor for an Ailing Program 


On Seprember 1, Col. Floyd L. Wergeland, Army Med- 
ical Corps, will replace Maj. Gen. Paul I. Robinson as 
chief of the somewhat-ailing Medicare program. In view 
of current trends (Texas’ withdrawal), Colonel Werge- 
land will not have an easy job. But with 25 years’ service 
behind him, the Great Falls, Mont., officer has had a 
great deal of experience dealing with the Army and its 
medical problems. As director of the training division 
(1944-1946) the colonel spent most of his time with 
combat units in the Southwest Pacific, assaying values 
of and needs for specific types of medical training. On 
orders from the Secretary of War he made a detailed 
study of the Swedish defense forces’ unified medical 
services. Before his second Washington duty tour as 
chief of the education and training division, Colonel 
Wergeland was senior medical advisor to the Joint 
U.S. Military Advisory Group, Republic of China. His 
last post was chief of the personnel division, Office of 
the Army Surgeon General. A graduate of the College 
of Medical Evangelists, Colonel Wergeland holds sev- 
eral foreign awards, including the Legion of Merit, the 
Royal Order of the Northern Star and the Swedish Red 
Cross Medal, all from Sweden; the Ulchi Distinguished 
Military Service Medal from the Republic of Korea and 
the Army, Navy and Air Force Medal from China. 
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On the Calendar 


Academy chapter meetings and postgraduate courses, as well as 
other medical meetings in which general practitioners will have 
an interest, will appear here monthly. 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed when 
available. 


Aug. 15-20. World Medical Assoctation, 12th general assembly, 
Copenhagen, Denmark. 

Aug. 18-29. American Hospital Association, meeting, Chicago. 

Aug. 18-30. Michael Reese Hospital, course in electrocardio- 
graphic interpretation for graduate physicians, daily, 
Chicago. 

Aug. 21-23. Internationa! College of Surgeons, western regional 
meeting, The Rivers‘ de Hotel, Reno, Nev. 

Aug. 24-29. American Congress of Physical Medicine and Reha- 
bilitation, meeting, Philadelphia. 

*Aug. 25-27. University of Colorado, course on the prevention 
and management of athletic injuries, Denver. (24 hrs.) 

Aug. 29. The National Society for Crippled Children and Adults, 
eighth world congress of the International Society for 
the Welfare of Cripples, Waldorf-Astoria Hotel, New 
York City. 

*Sep. 4-9. University of Colorado, course on pediatrics, Denver. 

*Sep. 4-Oct. 30. Montgomery County (Obie) chapter, seminar 
series on diseases of the digestive tract, Thursdays and also 
November 5, 1958, Good Samaritan Hospital, Dayton. {20 hrs.) 

*Sep. 7. Red River Valley (Oklahoma) chapter, fourth annval 
meeting, Lake Murray Lodge, Ardmore. (4 irs.) 

Sep. 7-11. American Coliege of Chest Physicians, fifth interna- 

tional congress on diseases of the chest, Tokyo, Japan. 

*Sep. 8. St. Louis University, course in neurology and psychi- 
atry, Firmin Desloge Hospital, St. Louis, Mo. (31 hrs.) 

*Sep. 8-10. Florida chapter, obstetric-pediatric seminer, Daytona 
Beach. (15 hrs.) 

*Sep. 14-16. Wisconsin chapter, annual meeting, Milwaukee 
Auditorium, Milwaukee. 

*Sep. 15—Nov. 7. New York University-Bellevue Medical Center, 

full-time eight-week course on occupational medicine, 
New York City. 

Sep. 17. Page County (lowa) Medical Seciety, meeting, Shenan- 
doah. (3 Ars.) 

*Sep. 17. St. Lovis University, course in surgery, Firmin 
Desloge Hospital, St. Louis, Mo. (4% hrs.) 

*Sep. 17-18. Mississippi chapter, annyal meeting, Hotel Heidel- 

berg, Jackson. 

*Sep. 18. St. Louis University, course in urology, Firmin 
Desloge Hospital, St. Louis, Mo. (5% hrs.) 

*Sep. 19. American Academy of General Practice, Kansas Univer- 
sity and Lederle Laboratories, Annual Symposi on Infecti 
Diseases, Battenfeld Auditorium, Kansas University Medical 
Center, Kansas City, Kan. (6 hrs.) 

*Sep. 21-23. lowa chapter, annual meeting, Hotel Savery, Des 
Moines. (12 hrs.) 

*Sep. 22-24. Texas chapter, annual meeting, Gunter Hotel, San 
Antonio. 

*Sep. 23. St. Lovis (Missouri) chapter, course in psychosomatic 
medicine and hypnosis, Si. Louis Medical Society Auditorium. 

(1 hr.) - 

*Sep. 24-Oct. 29. New Jersey chapter, et al., seminars in psy- 
chiatry for genera! practitioners, Wednesdays, Carrier Clinic, 
Belle Mead. (18 hrs.) 

*Sep. 25. Lackawanna County (Pennsylvania) chapter and The 
Homeopathic Medical Society, general practice postgraduate 
course, Pocono Manor Inn, Pocono Manor. (6 /irs.) 

"Sep. 29-Oct. 3. State University of New York, tenth annual 
postgraduate assembly in endocrinology and metabol- 
ism, State University of New York Upstate Medical 
Center, Syracuse. 


CONTINUED ON PAGE 196 
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Recent studies indicate actual milk 

allergy is not frequent. Belief is. 
growing that infants are being too 

quickly deprived of milk, when the 

cause of allergy is not milk. 

Even in the small percentage 
of milk allergies, a recent study* 

shows that more than; % of such in- 
fants react only to the whey protein. 


- Only a few casein-sensitive babies 


do not tolerate evaporated milk, in 
which whey protein is made non- 
allergic by heat processing. 


...then most babies 


% who are allergic to 
_ ordinary milk can take 
evaporated milk! 


In the rare case when allergy is 
narrowed to milk, trial on evap- 
orated milk often shows the baby 
reacts only to unmodified whey pro- 
tein, and need not be deprived of 
irreplaceable milk values. 


*Ratner, Bret; Crawford, L. V.; and Flynn, J. G.: 
Amer, J. Dis. Child., 91:593, 1956 


arnation 


“FROM CONTENTED COWS” 


@nation 


Optimum prescription- 
quality in today’s trend to 
the individualized formula. 
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The Doctor “‘Shortage” 


Is THERE a shortage of doctors? Will there be a short- 
age of doctors? 

These are good questions. They stimulate discus- 
sion and have the singular advantage of being totally 
unanswerable. We know this to be true because we 
just struggled through a feature article in the May 9 
issue of U. S. News ¢> World Report. This is in no 
way intended to besmirch an editorial feature. The 
editors handled the facts objectively, being guilty only 
of failing to identify opinions. 

The article says that AMA officials point to a mal- 
distribution problem, contending that an actual short- 
age, as such, simply doesn’t exist. It then goes on, 
perhaps intentionally, to show that this premise is 
valid. It quotes unnamed “medical authorities” as 
stating that one physician should not be responsible 
for more than 2,000 people—preferably only 1,000 
people. It adds that some counties have no doctor. 

There are certainly counties that have no doctor 
but ten states have counties with fewer than 1,000 
people, e.g., Maple Grove County, Ohio, pop., 15. In 
any event, it adds up to a maldistribution problem but 
one point is neatly overlooked. 

No one, not even Aesculapius, can tell how many 
doctors or how much medical care is really needed or 
will be needed. Morbidity trends and economic con- 
ditions can combine to create a demand for medical 
care. Curiously, the need is largely determined by the 
ability of medical science to render a valuable service. 

But the frontiers of medicine, like the frontiers of 
all science, are rapidly expanding. This will logically 
require an ever-increasing number of practitioners to 
deliver available médical care services. Thus the edu- 
cators who argue for expanded facilities for training 
doctors have a rather good case not based on a jumble 
of statistics or a foggy crystal ball. 
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Editorials 


Medicare in Spring 


AT THIS WRITING in late spring 1958, problems con- 
nected with Medicare had the ominous sound of early 
summer storms. A House subcommittee that handled 
the Defense Department appropriation had rough-cut 
Medicare civilian funds from a requested $71.9 million 
to $60 million. The Department of Defense had been 
told to “save” the $12 million by sending more de- 
pendents to military hospitals for their medical care. It 
was quite apparent that such action would cause a 
drastic alteration in the operation of the Medicare pro- 
gram. There would have to be stringent restrictions on 
“free choice” between military and civilian medical fa- 
cilities. This inevitably would mean complete reorienta- 
tion in the concepts under which the Medicare pro- 
gram had operated so successfully during the pre- 
ceding 18 months. 

All of this had come about because the House sub- 
committee had the mistaken belief that care in military 
medical facilities is far less expensive than in civilian— 
that Medicare was costing more than had been antici- 
pated. When the subcommittee report was delivered 
in the House of Representatives, fortunately those 
views were modified. It became evident that the $12 
million probably would be restored by the Senate ap- 
propriations committee and that the House would 
accept the Senate decision. Evidence of the tendency 
to relent came when Congressman George Mahon, 
Chairman of the House subcomihittee, had this to say: 

**It does seem to me that if the services can establish 
that $60 million will not be adequate within the proce- 
dure relating to freedom of choice . . . then before this 
bill is enacted into law finally, an opportunity will be 
available to present the case to the other body (the 
Senate) for consideration, I am sure, and the final 
amount can be worked out in the conference on the bill. 
It is not the desire of the committee to deny to any 
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military dependents the medical care made available to 
them under the dependent medical care act.” 

Earlier rumblings on the Medicare front had included 
the secession of Texas from the plan and the dissatis- 
faction of some state medical associations with oper- 
ational policies that preclude insertion of an indemnity 
method. These factors, as well as the Congressional 
attitudes, make it likely that Medicare will continue 
to receive its full share of attention from the AMA 
House of Delegates. In spite of the fact that the direc- 
tive under which Medicare operates is favorable to ci- 
vilian medicine and in spite of the fact that policies of 
the Department of Defense have seemed eminently fair 
to most physicians, it will always be forcefully evident 
to the House of Delegates that such elements of fair- 
ness can instantly be blown away in a changing cli- 

mate of Congressional opinion. 
'  There’s an old appropriate story about the climate 
of the national capital. It goes, “If you don’t like the 
weather here, wait a minute.” It could as well be, ‘‘If 
you like the weather here, wait a minute.” 


Care of the Aging 


THERE ARE many indications that physicians have a 
heightening interest in problems of aging. In late 
April, announcement was made that the American 
Dental Association, the American Hospital Associa- 
tion, the American Medical Association and the Amer- 
ican Nursing Home Association had formed the “Joint 
Council to Improve the Health Care of the Aging.” 
Through an ambitious eight-point program, the Coun- 
cil will seek to identify and analyze the health needs of 
the aging, to appraise available health resources, and 
to develop programs to foster the best possible health 
care for the aging regardless of their economic status. 
A few days later, the AMA Washington Letter carried 
news of AMA endorsement of legislation calling for a 
White House Conference on Aging. 

Of course, interest in the problems of old people 
is not really new. But, heretofore, interest has been 
marked by sympathy more than by the kind of action 
that might make sympathy unnecessary. Today there 
are indications that action will be forthcoming. 

The present stir reflects several factors. There are 
more old people than there used to be, and the 
number will increase. Old age is a time of troubles for 
many. It carries a threat of insecurity. Modern society 
is extraordinarily preoccupied with thoughts about 
security (and about Social Security). Indeed, con- 
sidering the social and economic changes of the last 
25 years, it would be surprising if there were not a 
swell of interest in doing something to make the late 
years lively and lovely. 
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It is quite fitting that physicians should assume 
leadership in solving the problems of aging. Many of 
those problems are entirely medical or have strong 
medical overtones. 

Those that seem purely socioeconomic are «lso 
important to physicians. There is a growing aware- 
ness that unless social security in old age is provided 
by private initiative, the answer will be found in Social 
Security. 


General Practice Versus Specialization 


A RECENT suRVEY of Kansas physicians in private prac- 
tice, covering a two-year period, 1955 and 1956, pro- 
duced current statistics on type of practice. The 
survey was primarily concerned with postgraduate 
education and a report was published in the March 29, 
1958, issue of the Journal of the American Medical 
Association under the title ‘Postgraduate Medical Edu- 
cation in Kansas.” 

In Kansas, in 1956, 62 per cent of the physicians 
were engaged in general practice while 38 per cent 
were in specialty practice. 

Of particular interest and significance is the fact 
that of those physicians who were graduated since 
1950, 96 per cent were in general practice. For the 
group that was graduated in 1945 to 1949, 63 per 
cent were in general practice. 

The factors operating in Kansas that have influenced 
young physicians to engage in general practice may 
not be operating so effectively in other areas, but it 
appears from the data obtained that the current trend 
is toward general practice rather than specialty practice. 


Sarcoidosis, Birthplace and Pine Pollen 


In THE PasT several years, the exacting studies of 
Veterans Administration investigators, led by Dr. 
Martin M. Cummings, have demonstrated a relation- 
ship between birthplace and the occurrence of sar- 
coidosis. 

Elaborate analysis of a tremendous number of fac- 
tors in nearly 2,000 veterans with sarcoidosis sug- 
gested a relationship of the etiology of this disease 
with some aspect of the forest environment in the U. S. 
(Over two years ago, Cummings and his colleagues 
showed. that the geographic distribution of the birth- 
places of sarcoidosis patients did not exactly fit the 
pattern of sandy soil distribution as noted by Gentry, 
Nitowsky and Michael.) 

Many such observations end right there. It is an 
historic fact that, aside from a rash of speculations, 
more precise etiologic relationships are often not 
forthcoming. In fact, many such epidemiologic and 
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ecologic relationships are later shown to be non- 
existent (e.g., Buerger’s disease among Eastern 
European Jews). 

At the meeting of the American Society for Clinical 
Investigation at Atlantic City on May 5, 1958, Dr. 
Cummings presented precise data that make the 
“forest-sarcoidosis” relationship appear real indeed. 
Extensive laboratory studies revealed that the pollen 
of pine trees in the “endemic area” had acid-fast char- 
acteristics similar to those of the tubercle bacillus. 
Further, this pollen contains a wax with chemical con- 
stituents that are similar to those found in tubercle 
bacilli. Similar chemical constituents have been demon- 
strated within sarcoid granuloma from clinical sources. 
Finally, pine pollen injected intradermally in guinea 
pigs produced epithelioidal tubercles after prolonged 
incubation periods. 

These investigations must be considered prelimi- 
nary of course, and further studies are in progress. 
Yet, one can’t help fitting them into a fascinating 
scheme. This mysterious disease suddenly becomes a 
slowly developing pneumoconiosis due to pine pollen 
(although admittedly many of its diverse clinical 
manifestations remain unexplained on that basis). 
Finally, one might speculate that if this does indeed 
turn out to be the etiology of sarcoidosis, what ap- 
proach other than a painstaking investigation of birth- 
places might have yielded the first clue? 


New Plans Needed 


Tue Apri issuz of Redbook carries an article entitled, 
“Why Your Hospital Bills Are Too High.” The article 
points out that since 1952, the cost of living has 
climbed 7.7 per cent; group hospitalization insurance 
rates, 43.6 per cent. 

In the past, GP has campaigned against sensational- 
type articles that treat the truth rather lightly as part 
of an all-out effort to sell magazines. It was therefore 
refreshing to read Ruth and Edward Brecher’s factual 
article on a subject of real interest to physicians and 
organized medicine. The article cites some grievous 
problems—but it doesn’t tilt at windmills. It also re- 
minded us that it’s time for an editorial on health 
insurance—and where, if anywhere, we go from here. 

Digging back into the annals of prepaid hospital care 
plans, it seems that the problems aren’t exactly new. 
Long ago, apparent weaknesses were sporadically in- 
toned. We still hear the same complaints, i.e., rates are 
too high, coverage isn’t adequate, too many abuses, fee 
schedules are out-dated, etc., etc., etc. The insurance 
industry is always working on “new plans” but they 
rarely materialize. So far, we’ve seen only spotty signs 
of provress. 
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Four months ago, the Michigan State Medical 
Society sent us a fat and fancy volume reporting the 
results of an exhaustive health insurance study. We 
don’t know what’s happened since but we hope that it 
doesn’t become just another contribution to the dusty 
literature. 

Earlier, GP pointed out that the status of sickness, 
as an insurable hazard, is open to serious question. 
For as long as there is chance of apparently getting 
something “free,” there will be abuses—and health 
insurance rates will spiral toward the ionosphere. 
Privately, we wonder if the purpose of health insurance 
is to pay all the bills and provide “free” medical care. 
Things that even seem free seldom ring the bell. 

There is, we think, a strong case for deductible and 
co-insurance plans. Think what collision insurance 
would cost if the deductible feature hadn’t been woven 
into the plan. To those who say you can’t compare 
collision and health insurance, we reply that to this 
extent— you can. Both involve letting the insured carry 
part of the load and simultaneously discouraging 
abuses. 

Unlike the MSMS, we haven’t launched elaborate, 
searching surveys. We can only report that we talk toa 
great many people—and we ask a multitude of ques- 
tions. On the subject of deductible and co-insurance 
plans, our empirical results show a widespread interest 
in both. Interestingly enough, we unearthed the same 
results eight or ten years ago. 

We must acknowledge the existence of limited 
progress. We see the tracks of a few steps taken in the 
right direction, but more often there’s a prevailing gap 
between words and action. This, we feel, is too bad. 

We close with a reminder about all the voices raised 
in opposition to union closed-panel practice plans. We 
hear more about them every day, and if we may venture 
out on a limb, we expect to continue hearing more 
about them until the health insurance industry comes 
up with better answers. 


Doctors See Most Patients in Their Offices 
In 1957, the United States Public Health Service began 


a national health survey to determine the extent of ill- 
ness and disability in this country. One of the first 
reports of this survey covers the volume of physicians’ 
visits. It is based on interviews with a sample of 9,000 
families comprising 28,500 people. For the population 
as a whole, the annual rate was slightly less than five 
visits to a physician per person. A large majority of 
the visits took place in the physician’s office. In less 
than 10 per cent of all visits, the physician went to the 
patient’s home. 

For comparison, a survey of 9,000 families in 1928 
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to 1931, conducted by the United States Health Serv- 
ice, showed that the average person made three calls 
per year on a doctor. At that time, approximately 
one-half of the physicians’ visits were home calls; the 
other half were office or hospital visits. 

As was to be expected, the 1957 survey showed that 
the rate of visits for the urban population was higher 
than for the farm population—5.1 to 3.6 visits per 
year. Women made more calls than men. The rate of 
visits for males was 3.9 per year as compared to 5.5 
for females. The rate varied by age groups also. For 
children under 5 years, the rate was 4.8 visits per year; 
it then dropped to 3.4 for the 5 to 14 age group, but 
climbed back to about 5.0 visits per year for those over 
15 years, and stayed at that rate until the 65 year and 
over group; the rate jumped then to 6.8 visits per year. 

Almost two-thirds of all physicians’ visits involved 
diagnosis and treatment; the other one-third were con- 
cerned with preventive care or other services. This 
distribution of type of services was quite similar for 
the urban and nonurban population. 

Based on information collected, it is estimated that 
three out of every five persons in the United States 
had consulted a physician in the current one-year 
period. About one out of every five had consulted a 
physician at least once in the month preceding the 
interview. Only 9 per cent of the population had not 
visited a physician in the preceding nine years. 

Some idea of the magnitude of physicians’ services 
rendered annually in the United States can be obtained 
from multiplying the population— 167 million people 
in 1957—by five visits to a physician per year. That 
equals 835 million visits per year. 


Dangers of H-Bomb Testing 


THERE Is no slackening of interest in estimates of the 
danger of a continuation of radioactive fall-out from H- 
bomb tests. It is understood that strontium-90 (Sr™) is 
the principle constituent that adds to man’s radioactive 
environment. This element is quite similar to calcium 
and tends therefore to be selectively deposited in 
bone. Everyone agrees that accumulations of Sr™ are not 
a hazard so far. But what of the future? 

In his assay of the problem, published in Science for 
May 23, 1958, Inglis presents three possibilities— (1) 
that testing will cease; (2) that it will continue at the 
rate that prevailed between 1951 and 1956; (3) that the 
rate of weapons testing will continue to increase at the 
average rate at which it has increased since late 1951. 
Each of these possibilities provides a different answer 
for the future of mankind. 

If H-bomb testing had been stopped at the end of 
1956, the ground intensity of Sr® would have mounted 
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by 1970 to a maximum 2.75 times that at the end of 
1956. Thereafter, there would be a gradual decline. If 
tests were to be continued at a steady average rate, the 
ground intensity of Sr® would increase to a limiting 
value 32.5 times as great as the intensity at the end of 
1956. Neither of these first two possibilities seenis to 
represent a serious hazard. 

Regarding the third possibility—an accelerated rate 
of testing—the prospects are more ominous. The 
ground intensity of Sr® would increase in 100 years to 
a point 730 times the intensity of 1956. Some idea of 
how serious a threat this might be can be obtained from 
comparisons with radiation exposures that are already 
known. As an example, Inglis cites the residents of the 
western suburbs of Chicago. Those people are said to 
drink deep-well water that contains about ten times as 
much radium as average drinking water. They therefore 
are exposed to a radiation dosage greater than would 
result from that 730-times increase previously men- 
tioned. 

Viewed in this way, the dangers of H-bomb testing 
do not seem great. Nevertheless, two factors have been 
left out of the account. First, all calculations are based 
on the manifestly implausible assumption that Sr” 
would be distributed uniformly over the earth. In fact, 
there are large variations in the world-wide distribution 
of fallout. Interestingly enough, the United States 
would be especially favored, because the north temper- 
ate latitudes receive the major share of fallout. 

The second factor—to Inglis, the most important 
consideration of all—is the influence of weapons testing 
upon the likelihood of war. A strong argument can be 
made for cessation of H-bomb tests in order to improve 
the prospects for world peace. Thus, Inglis proposes, 
reduction of the prospective radiation dosage would be 
an incidental and relatively minor bonus—a secondary 
incentive for arranging to stop H-bomb tests. If this 
secondary incentive is not so urgent as it may once have 
seemed, that fact, Inglis adds, “‘. . . should not be per- 
mitted to obscure the forcefulness of the primary in- 
centive for stopping tests, that of the prevention of war.” 


Doctor's Dilemma 


ALL KINDS of questions are submitted to “Information 
Please,” and an attempt is made to answer almost all of 
them. Occasionally, however, a question must be re- 
jected because it just doesn’t belong. An example is the 
long case narrative that indicates the need for a person- 
al consultation rather than a pat answer from an 
“expert.” 

Still, GP goes to any length to satisfy a reader's 
needs—especially a physician-reader who has @ 


dilemma and appeals for help to “Information Please.” 
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But sometimes the dilemma is obviously beyond the 
scope of that department. For example, consider the 
following letter: 

To THe Eprror or GP 
Dear Sir: 

The following inquiry is submitted in the hope that an 
answer will be published in the “Information Please’’ 
section of your publication— 

1. Please comment on psychoanalysis, whether it ts a 
form of medical treatment or not. 

a. Freud, Redlich, Bailey, Campbell, and thousands 
of other scientific physicians insist that it ts not— that it 
has no connection with science or medicine. 

b. If psychoanalysis has no connection with science or 
medicine, then the thousands of physicians dispensing 
psychoanalysis are not treating their patients medically. 

c. If the opposite is true, then the thousands of lay- 
analysts are practicing medicine and should be legally 
prosecuted for doing so. 

Very truly yours, 
M.D. 

Although there might be some quibbling with some 
parts of the inquirer’s letter, he evidently has a dilemma. 
And much as “Information Please” would like to help 
him, it is difficult to see how this can be done. The fact 
is that the inquiry in turn creates a new dilemma. If the 
letter were sent to an expert (a psychiatrist), the 
answer would be related strictly to that expert’s views— 
whether psychoanalytic or nonpsychoanalytic. Of 
course, two experts could be chosen, and opposite 
answers therefore derived, but that would hardly help. 

Well, the chances are the inquirer already has his 
mind made up, and doesn’t really want an answer. But 
the worst of the problem is that his letter is like an 
itch that can’t be reached. 

Any suggestions? 


Premarital Tests for Syphilis 


For ABouT two decades, some states have had laws that 
require a premarital blood test for syphilis. At the time 
such legislation came into being, it seemed justified as a 
means for case-finding. However, changes since then 
raise questions about the present-day need for continu- 
ation of the laws. 

Since penicillin came into widespread use, the prev- 
alence of syphilis has declined precipitously. Indeed, 
the decline has reached a point where the premarital 
blood test rarely reveals a case of syphilis. In some 
areas, this method of case-finding is estimated to cost 
more than $25,000 per case. Moreover, the decline 
has been as great in states in which there is no com- 
pulsory premarital blood testing as in states that have 
compulsory testing. 
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In consideration of these and related facts, Hedrich 
and Silverman, writing in the American Journal of 
Public Health for February, 1958, propose that com- 
pulsory premarital blood test laws are no longer justi- 
fied. They are more trouble than they are worth. Two 
decades have indeed brought a startling change. 


Man in Evolution 


Last Decemser, Dr. Theodosius Dobzhansky addressed 
the American Association for the Advancement of 
Science on “Evolution at Work.” His ideas, now pub- 
lished in Science for May 9, 1958, deserve consideration 
as a measure of man’s hope. 

In oversimplified terms, the doctrine of evolution de- 
pends upon thoughts about “natural selection.” At a 
point in time, there is a given combination of environ- 
mental circumstances, challenges or stresses. In the 
face of these, the “‘fittest” organisms survive. This is 
“natural selection,” and the “fittest” is just the an- 
cestor of the greatest number of surviving descendants. 

To consider the process from another aspect, “‘fit- 
test” in the biologic scheme of things may bear no 
relationship whatever to what is deemed desirable by a 
thinking organism like man. Moreover, “fittest” is a 
variable—to be interpreted only in the sense of what is 
immediately useful. Accordingly, there is no guarantee 
that any species (even man) will endure. Survival of the 
“fittest” at this point in time may leave the species vul- 
nerable to extinction under the environmental circum- 
stances of next point in time. Indeed, most biologic 
species of the past have become extinct. 

So, biologic evolution has no program. Its processes 
are accidental, and man is therefore a biologic acci- 
dent. Yet, man is a unique biologic accident. He has 
acquired the power of extragenic transmission of a body 
of learned tradition called culture. This has given him 
the extraordinary advantage that he can control his own 
environment, and this has been a decisive factor up to 
now in his biologic success. 

Continued biologic success (survival) has no 
foundation in biologic law. Quite the contrary, natural 
experience indicates that a high order of biologic suc- 
cess leads only and inevitably to failure (extinction). 
But Dobzhansky dares to hope that man’s unique power 
will enable him to controvert natural experience. 
**Man,” Dobzhansky writes, “is the sole product of 
evolution who knows that he has evolved and who has 
continued to evolve. It is up to man to supply the 
program for his evolutionary developments which na- 
ture has failed to provide.” The author calls for en- 
couragement of a science that reflects—this in the ex- 
pectation that man can learn to measure the extent of 
his failure or success. 
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Therapy of Imbalance of the Body Fluids 


W. D. SNIVELY, JR., M.D. AND M. J. SWEENEY, M.D. 


Evansville, Indiana 


The correlation between body surface area and physiologic processes 
is not accidental. Requirements for water and electrolytes 

are proportional to body surface area. Body surface area provides 
us with a remarkably practical YARDSTICK FOR DOSAGE, 

making wt relatively easy to make available to patients 

the fruits of the marvelous advances in knowledge of the body fluids 
that have occurred within the past two decades. 

For the majority of fluid-imbalance problems, a relatively few types 
of solutions suffice. They include a “pump-priming” solution, 

a “balanced” solution and replacement solutions. 


SrripreD of its biochemical complexities, the subject of 
fluid balance can be reduced to basic clinical and 
physiologic facts. This approach enables the physician 
to achieve success in understanding and treating fluid 
imbalances through the application of medical com- 
mon sense. Brief reference will here be made to founda- 
tional facts and systematic diagnosis. Both have been 
covered in some detail in other publications. 


The Body Fluids 


The body fluids are divided into fluid inside the 
cells, or cellular fluid, and fluid outside the cells, or 
extracellular fluid. The extracellular fluid is further 
subdivided into extracellular fluid inside the blood 
vessels, or plasma, and extracellular fluid outside the 
blood vessels, or interstitial fluid. Each of these primary 
body fluids has a typical chemical composition best 
expressed in milliequivalents of cations and milli- 
equivalents of anions per liter of fluid. The total num- 
ber of cations in milliequivalents in a given body fluid 
must always equal the total number of anions in milli- 
equivalents since electrical equality is always main- 
tained (Figure 1). 

Stemming in large part from the extracellular fluid 
are various body secretions and excretions, including: 


gastric secretions 
pancreatic secretions 
jejunal secretions 


perspiration 
urine 


hepatic duct bile 
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to mention those of primary interest in fluid balance. 
Like the primary body fluids, each secretion and ex- 
cretion has a fairly characteristic chemical composition 
which can conveniently be compared to plasma. The 
interrelationships between the cellular fluid, the extra- 
cellular fluid and the body secretions and excretions 
can be visualized by use of a geographic analogy 
(Figure 2). 

While the fluids of the cells, of the extracellular 
fluid, and of the body secretions and excretions are in 
communication one with the other, in health they 
maintain their integrity of composition, which is 
characteristic for each. 


Body Homeostasis 


In health the physico-chemical constancy of the 
body fluids is maintained by a set of automatic con- 
trols. These automatic controls, the organs of body 
homeostasis, maintain within narrow limits of normal 
the fluid volume, electrolyte concentration and elec- 
trolyte composition of the body fluids. They may in- 
deed be said to mediate the wisdom of the body in con- 
trolling the physico-chemical constancy of extracellu- 
lar fluid. 

The fact that the functional activity of these organs 
of body homeostasis is maintained in the overwhelming 
majority of disease states makes possible a relatively 
simple and effective approach to therapy which will be 


described later. 
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Tipping the Balance 


Body fluid imbalances represent disease states usu- 
ally caused by inequalities between intake and output 
of water and electrolytes. In health there is a balance 
between gains and losses of these substances. In dis- 
ease one may have an abnormal decrease or increase in 
either intake or output of either water or electrolytes. 
In addition to abnormalities of ingress and egress, some 
disease states are characterized by immobilization of 
water and electrolytes within the body. As an example, 
certain electrolytes may be immobilized in purulent 
secretions. Another example: water and electrolytes 
may be functionally lost to the body in the pooling 
that occurs in certain disease states. Another source of 
imbalance is increased utilization of water, electrolytes, 
or both that characterizes some disease states. Various 
derangements in the normal volume, composition and 
concentration of the body fluids are caused by dysfunc- 
tions of the organs of body homeostasis. Fortunately, 
this group of imbalances is a minority group. The 
chief gains and losses of body fluids are portrayed in 
Figure 3. 

When a person becomes ill his intake of water and 
food is usually reduced early in the illness. At the 
same time his losses of water and electrolytes are fre- 
quently increased, depending, of course, upon the 
nature of the disease process. 

These two tendencies maliciously combine to pro- 
duce body fluid imbalances in illness. Scant wonder 
that most patients who are ill are candidates for im- 
balances of the body fluids. 

In a great number of instances body homeostasis 
successfully combats the disparity between gains and 
losses of body fluids and prevents overt disease based 
on these imbalances from developing. In some in- 
stances body homeostasis is not capable of performing 
this task because of the magnitude of the disparity. In 
such instances the physician should step into the gap 
and help the beleaguered forces of the body to restore 
balance. 


The Diagnostic Classification 


In view of the great number and variety of factors 
which may lie at the root of imbalances of the body 
fluids, it might seem at first glance that an attempt at 
systematic classification is doomed to failure. Such, 
fortunately, is not the case. 

The body fluid imbalances can be logically divided 
into 17 basic imbalances, each with a characteristic 
clinical picture. Twelve of these imbalances stem from 
changes in properties of extracellular fluid, these 
properties including: 
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CATIONS 


Figure 1. The total cations in milliequivalents in a given body fluid 
must always equal the total anions in milliequivalents in order that 
electrical equality can be maintained. The fluid here illustrated is 
plasma. 
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LOSseEs 
Lacrimation 
ingested water 
Ingested food b Salivation - Vomiting 
Tube feedings ; 


a i. = 


Oxidation of food stuffs Breathing 
tester: Lungs . Vapor (water only) 
Ferspiration 
Oxidation of body tissues Lactation 
(water only) ee Burn Exudate 
Insensible loss (water only) 
Parenteral feedings Gastric Suction 
Paracentesis 
Internal losses: Pooling . Fixation 
Colitis 
Intestinal suction 
Draining Fistulas . Intestinal . Colonic . Lymphatic Duct . 


Wound exudate 


Loss to injured area: 
Edema of injured part 
Skin swellings . massive 
urticaria 


LOSSES 


Figure 3. Body fluid imbalances represent disease states, usually 
caused by disparities between intake and output of water and 
electrolytes. 


t 


4. Repairing pre-existing deficits is similar to paying one’s Figure 5. Providing water and electrolytes for maintenance is 
; similar to paying one’s living expenses. 
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changes in volume: defi- mary base bicarbonate 
cit and excess deficit (metabolic acido- 

changes in total electro- sis), primary base bicar- 
lyteconcentration: def- _ bonate excess (metabolic 
icit and excess alkolosis) ; primary car- 

changes in electrolyte —_bonic acid deficit (respir- 
composition: potassi- _atory alkalosis) primary 
um deficit, potassium carbonic acid excess (re- 
excess; calccum deficit, acidosis). 


calcium excess; pri- 
Two additional imbalances are characterized by 
changes in position of extracellular fluid and include: 
plasma-to-interstitial 
fluid shift of water 
and electrolytes 


interstitial fluid-to- 
plasma shift of water 
and electrolytes. 


Finally, three imbalances are characterized by nutri- 
tional deficits, those of: 


protein calories vitamins 

Any of these imbalances can occur alone or combined 
with other specific fluid imbalances. To understand 
the combined imbalances, we must understand the 
single imbalances. To understand the single imbal- 
ances, it is helpful to fix the specific clinical pictures 
of these imbalances in mind. These have been clearly 
delineated and were pictorially presented in ‘The 
Body Fluid Imbalances: A Bird’s-Eye View,” Scientific 
Exhibit, 106th Annual Meeting of the AMA, New York 
City, June 3—7, 1957. 


The “Majority Group” 


In analyzing the 17 imbalances of the body fluids 
and their most frequently occurring and potentially 


most frequently occurring combinations, a majority . 


group can be delineated. This majority group includes 
all fluid imbalances caused by inequalities between in- 
take and output of water and electrolytes, provided 
(1) there has been no misdirected attempt at therapy 
so as to produce an excess of water and electrolytes, 
and (2) the organs of body homeostasis are not seri- 
ously impaired. 


These imbalances include: 
extracellular fluid vol- potassium deficit 

ume deficit primary base bicarbon- 
electrolyte concentration ate deficit 

deficit primary base bicarbon- 
electrolyte concentration ate excess 

excess 


Approximately 80 to 90 per cent of the patients seen 
in general practice who require fluid therapy either do 
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have one or a combination of these imbalances at the 
beginning of therapy or will develop one or a combina- 
tion of them if proper parenteral fluid therapy is not 
provided. 

Furthermore, this group of imbalances can be clearly 
outlined from the clinical standpoint and are amen- 
able to the simplified system of therapy, the presenta- 
tion of which is the main purpose for the writing of 
this article. 


Simplified Management of the Majority Group 
Tue Goats or Fium THERAPY 


The physician who is managing the illness of a pa- 
tient with an actual or potential fluid imbalance must 
keep three goals in mind in his day-to-day planning of 
treatment. 

1. Any pre-existing deficits of water and electrolytes 
must be repaired. 

2. Water and electrolytes must be provided to meet 
the maintenance requirements of the patient. 

3. Concurrent abnormal losses of water and electro- 
lytes through such routes as vomiting, diarrhea, tubal 
drainage and the like must be replaced. 

One could well compare the meeting of these three 
goals to a person’s day-to-day personal economic 
problem. Repairing pre-existing deficits is similar to 
paying one’s debts (Figure 4). Providing water and 


Figure 6. Repairing concurrent abnormal losses is similar to meet- 
ing unplanned expenditures. 
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APPROXIMATE WATER REQUIREMENT 


APPROXIMATE SODIUM REQUIREMENT 


Mg. 


Figure 8. Approximate Sodium Requirement 


electrolytes for maintenance is similar to paying one’s 
living expenses (Figure 5). 

Repairing concurrent abnormal losses is similar to 
meeting unplanned expenditures, such as loss of 
money in gambling or money that has been lost be- 
cause of a robbery, or some other such unexpected 
contingency (Figure 6). 
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YARDSTICK FOR MEASURE 


Before proceeding with the actual application o! our 
therapeutic program to achieve the three goals, it is 
well to consider a yardstick for measure, a criterion for 
determining the dose as well as a rate of administration 
of water and electrolytes. 

There are two frequently used gauges for deterimin- 
ing doses of parenteral fluids: 


body weight related to age body surface area 


Body weight related to age possesses the important 
shortcoming that requirements for water and electro- 
lytes determined on the basis of body weight are dif- 
ferent for patients of different ages. Body surface area 
possesses no such shortcoming. Expressed in terms of 
square meters of body surface per day, requirements 
for water and electrolytes are the same for patients of 
all age groups (Figures 7 and 8). Many important 
physiologic processes have been shown to be propor- 
tional to body surface area: heat loss, blood volume, 
glomerular filtration rate, organ size, respiration, blood 
pressure and even nitrogen requirement. Dr. Allan 
Butler of the Massachusetts General Hospital first 
emphasized that the basic water and electrolyte re- 
quirements are also proportional to body surface area 
regardless of the age or size of the patient. Body sur- 
face area thus provides a quantitative, though ad- 
mittedly approximate, index of our total metabolic 
activity. It thereby gives us a remarkably useful gauge, 
or yardstick, for determining doses of water and elec- 
trolytes in fluid therapy. 

How do we go about measuring body surface area? 
Actual measurement includes the covering method, 
geometric method, skinning method and other in- 
vestigational methods. Fortunately, there are quick, 


- convenient nomograms that clinicians can employ. 


These nomograms enable one rapidly to estimate the 
surface area of the body from height and body weight. 
The nomogram for infants and children and one for 
older children and adults are shown in Figures 9 and 
10. Instructions for using them are underneath the 
figures. 


Use oF SOLUTIONS IN MANAGEMENT 


Before we proceed with the replacing of pre-existing 
deficits, meeting maintenance requirements, and meet- 
ing unplanned expenditures, it is essential that we 
consider the matter of the kidney. Before employing 
potassium-containing fluids, one must be certain of the 
urine-forming capability of this important organ of 
homeostasis. Frequently, decreased ability to form 
urine is present in disease involving body fluid im- 
balances, due usually to an overwhelming extracellular 
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Figure 9. Body Surface Area Nomogram for Infants and Young 
Children. To determine the surface area of the patient, draw a 
straight line between the point representing his height on the left 
vertical scale to the point representing his weight on the right vertical 
scale. The point at which this line intersects the middle vertical scale 
represents the patient’s surface area in square meters. (Used by 
permission of Talbot, N. B., Sobel, E. H., McArthur, J. W. and 
Crawford, J. D.: Functional Endocrinology from Birth Through 
Adolescence, Cambridge, Mass., The Commonwealth Fund, Har- 
vard { 'niversity Press, 1952.) 
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Figure 10. Body Surface Area Nomogram for Older Children and 
Adults. To determine the surface area of the patient, draw a straight 
line between the point representing his height on the left vertical scale 
to the point representing his weight on the right vertical scale. The 
point at which this line intersects the middle vertical scale represents 
the patient’s surface area in square meters. (Used by permission of 
Talbot, N. B., Sobel, E. H., McArthur, J. W. and Crawford, J. D.: 
Functional Endocrinology from Birth Through Adolescence, 
Cambridge, Mass., The Commonwealth Fund, Harvard Uni- 
versity Press, 1952.) 
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fluid volume deficit. As a preliminary step in therapy, 
we employ a “therapeutic test” which determines if 
the kidneys are working and frequently restores them 
to function when they are not. 

Now how do we diagnose this type of functional 
renal “depression” ? Renal depression is present if the 
urinary specific gravity is above 1.030, if there is 
oliguria (less than three voidings in 24 hours), or if 
there is anuria (no urine in the bladder). We should 
also assume that renal depression is present following 
massive, acute losses of extracellular fluid, such as are 
seen in severe infantile diarrhea or Asiatic cholera. To 
restore renal function we employ what may be desig- 
nated as a pump-priming solution, even though, strictly 
speaking, the kidney is not a pump. A suitable pump- 
priming solution provides sodium (51 mEq./L.), chlor- 
ide (51 mEq./L.) and dextrose (5 Gm./L.). This 
actually represents one part of isotonic solution of 
sodium chloride with 5 per cent dextrose, combined 
with two parts of distilled water, with 5 per cent dex- 
trose. It is also available as a prepared solution. 

The solution is given at the rate of 8 ml. per square 
meter of body surface per minute for 45 minutes. When 
the kidneys begin to function, as evidenced by the 
restoration of urinary flow, then the pump-priming 
solution is discontinued and definitive therapy with 
other types of solutions described below is begun. If, 
after administration of the pump-priming solution for 
45 minutes at the rate of 8 ml. per square meter of 
body surface per minute, urinary flow is not restored, 
then one should reduce the rate of infusion to 2 ml. 
per square meter of body surface per minute and con- 
tinue this for one hour. If, at the end of this period, 
renal flow has not been restored, then one is dealing 
with severe renal impairment rather than with func- 
tional depression, impairment which demands specific 
definitive replacement therapy and careful manage- 
ment of the renal problem. In this event, the thera- 
peutic test has done no harm; on the contrary it has 
served the useful purpose of revealing a serious renal 
malfunction. 

Now let us consider repairing pre-existing deficits 
aad providing water and electrolytes for maintenance. 
For accomplishing both of these goals, we use a single 
solution of a type devised by Butler and frequently 
called Butler’s Solution. We prefer to use the term 
balanced solution since this type of solution is so de- 
signed that when used to meet the patient’s water, that 
is his fluid volume, needs, it supplies in addition elec- 
trolytes in quantities balanced between the minimal 
needs and the maximal tolerances of the patient. The 
balanced solution actually has from one-third to one- 
half the electrolyte concentration of plasma, depending 
upon which of the various available balanced solutions 
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one is using. It thus provides free water for urine for- 
mation and to meet the water needs of the body for 
metabolic activities. The balanced solution contains oth 
extracellular and cellular electrolytes and, hence, is 
useful for repairing deficits of both of these fluids. 
Thus, it has as cations—sodium, potassium and inag- 
nesium. It provides as anions—chloride, lactate and 
phosphorus. The balanced solution also incorporates 
carbohydrate in 5 or 10 per cent concentration to mini- 
mize tissue destruction due to fasting and, thus, to re- 
duce ketosis and spare protein. Obviously, the bal- 
anced solution utilizes the body homeostatic mechanisms 
which select the electrolytes that are required and re- 
ject those that are not needed. Fortunately, there isa 
great range between the patient’s minimal need and 
the maximal tolerance for electrolytes and, when given 
on proper indication, one has a great margin of safety 
in using balanced solutions. 

Now in terms of the balanced solution, the require- 
ments for meeting the patient’s water and electrolyte 
needs for maintenance is 1,500 ml. of a balanced solu- 
tion per square meter of body surface per day. If the 
patient has a moderate, pre-existing deficit, then one 
can both correct the moderate pre-existing deficit and 
meet the maintenance requirement by giving 2,400 ml. 
of a balanced solution per square meter of body surface 
per day. If the patient has a severe, pre-existing deficit, 
then one can provide for maintenance, quantities of 
water and electrolytes, and correct the severe, pre- 
existing deficit by giving 3,000 ml. of a balanced solu- 
tion per square meter of body surface per day. 


CLINICAL QUANTITATION 


The following is the clinical quantitation of the dose 
of 1,500 ml. per square meter of body surface per day, 
the maintenance requirement: 


no clinical history lead- no appreciable acute 


ing to deficit of water _ weight loss or gain 
or electrolytes or a cessation of normal 


both food and water intake 
no symptoms or physwal so that therapeutic 

findings of deficit fluids are required 
no laboratory findings of 

deficit 


The clinical quantitation of a moderate fluid volume 
deficit, indicating a dose of 2,400 ml. of a balanced solu- 
tion per square meter of body surface per day, is as 
follows: 


clinical history of mod- _findings moderate in 
erate losses of body degree (By this we 
fluids mean such symptoms 
symptoms and physical and physical findings 
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as dry skin and mu- 
cous membranes, 
shrunken skin, loss of 
normal tissue turgor, 
recession of the eye- 
balls, lassitude or even 
confusion. All of these 
are induwative of fluid 
volume deficit.) 


hemoglobin, elevated 
red cell count, in- 
creased hematocrit are 
indicative of hemocon- 
centration because of 
extracellular fluid 
loss.) 


weight loss up to 5 per 


cent in a child or 


laboratory findings of 
moderate degree (For 
example, elevated 


adult and 10 per cent 


in an infant 


The following is the clinical quantitation of a severe 
fluid volume deficit indicating the need for a dose of 
$,000 ml. of a balanced solution per square meter of 
body surface per day: 


clinical history of severe weight loss of over 5 per 
losses of body fluids cent in a child or 
symptoms, physical find- adult and over 10 per 
ings and laboratory cent in an infant 
findings, severe in de- 
gree 


We employ the balanced type of solution to provide 
for maintenance and to repair pre-existing deficits. 
There are specific balanced solutions available, and the 
commercial solutions corresponding to the generic 
terms employed in the article are presented in Table 1. 
The “Balanced Solutions of the Talbot-Butler-Lowe 


Type” are quite similar and can be regarded as clinically - 


equivalent except that one should use the balanced 
solution with 48 mEq. of cations and anions for new- 
born infants and very young infants. The balanced 
solutions should be given by the intravenous route un- 
less the patient can take fluids by mouth, in which case 
an oral type of balanced solution can be employed. The 
oral balanced solution can also be given by rectum. 
When an oral balanced solution is being employed, no 
other sources of water and electrolytes should be given. 

In giving a balanced solution the usual rate of ad- 
ministration is 3 ml. per square meter of body surface 
per minute for intravenous administration. 

In correcting concurrent abnormal losses as from 
vomiting, drainage through an intestinal tube or 
fistula or severe diarrhea, we employ replacement solu- 
tions. We replace concurrent abnormal losses such as 
those from vomiting, severe diarrhea, and the like, 
volume for volume, with a solution resembling the 
body fluid lost. To replace gastric juice we use an in- 
testinal, or duodenal, replacement solution. Such solu- 
tions are shown in Table 1. Or we can employ Lactated 
Ringer’s Solution as a general purpose replacement 
solution. 
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To replace diarrheal fluid or excessive perspiration 
we employ a balanced solution since this is fairly close 
in composition to these secretions. The rate of adminis- 
tration for replacement solutions is usually 3 ml. per 
square meter of body surface per minute. 

Our simple over-all plan for the management of the 
body fluid imbalances consists then of restoring renal 
flow with a pump-priming solution if necessary, meet- 
ing maintenance requirements for water and electro- 
lytes and correcting pre-existing deficits with balanced 
solutions, and replacing concurrent abnormal losses 
with replacement solutions. This simplified system can 
be used for treating the majority group of imbalances 
above described. - 


Down to Cases 


Now let us examine some case histories and see how 
this system of fluid therapy can be applied. 

Case 1. M.K.L. is admitted to the hospital suffering 
from chronic ulcerative colitis (Figure 11). Clinical ex- 


Figure 11. (Case 1) A problem of fluid loss by diarrhea. 


81 


 for- 
for | 
both | 
e, is 
lids, 
nag- 
and | 
rates 
nini- 
bal- 
isms 
1 re- 
is a 
and 
afety | 
rlyte 
solu- | 
one 
and 
rface | 
ficit, : 
es of | 
pre- | 
solu- 
day, | 
te | l | | 
ic 
lume = 
solu- 4 = 
in | 
ms 
| 


Balanced 

the Ta!) 
Butler. Lowe 
Type 


Gastrie-and 
butestinal 
Replacement 
Solutions 


Pump-Priming 
Solution 


Belanced 
af 

tae Talbot- 
Putler-Lowe 


Gastnc and 
intestinal 
Replacement 


82 


{Dextrose 5% 596-or Levugen® 


Table 1. Composition of solutions. 


10% with: No, 48 
Dextrose 54 or Leyngen® 5% with 


No. 75 


Ley ngen™ 10% with Electroly te No, 90 


Lytren® fora! 


Levigen”™ 10% with Electrolyte No. 150 


Eevagen™ 5% ot Levagen® 10°, with 
Elétirolyte No. 158 


Lactated Ringer's Solution 


Dextrose 244%, 5%-or 10% in 
Lactated Ringer's Sehation 


Bextrose 5% in Quarter Strength 
Saline 


MB with Dextrose 5% 
fRatler’s Modified) 


with Dextrose 5% 


with Dextrose 5% (Kutler” 


TonGeal® G with Dextrose 10% or Invert 
10% 


lonosel® D with Dextrose 10% or /nvert 


Sagar 10% 


Dagiated: Ranger's Solntion 


Dextrose 5°% or 10% in Lactated 
Ringer's Sobjon 


Composition 


(+3 
56.5 

60 25 5 

50 20 4 4 

63 70 
140 

130 4 3 

130 4 3 

38.5 

25 20 

46 35 

7 25 5 

63 17 71 

138 12 

31 4 
130 4) 3 


Anions 


at HOO; HP 
56.5 
22 $ 
40 15 
53 12 
30 10 

4 

(Sulfaies 
150 
103 55 
109 
109 
38.5 
22 3 
40 15 
49 13 
15! 
160 
110 
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~ 
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\ 


28 
28 


er2 


Inc. 


Re" 5% Electrolyte No. 4 


Travert® 10% Electrolyte No, 2 


ic and 

iti Lactate Ringer's 

erent 5% or 10% Dextrose in Lactate 
Ringer’s 
Cutter Laboratories 


p-Priming 5% in NSS 
hon Dextrose 5% in 0:2 NaCl 


(Electrolyte No. 48 with 5% Dextrose 
noe Polysal-M (Maintenance Electrolyte 
— Solution) with 214%, 5% and 10% 

4 Dextrose 
BerLowe Electrolyte No, 75 with 5% Dextrose 

Electrolyte No, 2 (Butier’s Formula) 

with 10% Invert Sugar 

‘Electrolyte No. 3 With 10% Invert - 

Sugar 
Polysal® With 5% Dextrose 
tifa: 


Electrolyte No. 1 With 10% Invert 


tions Sugar 
Dextrose 24%, 5% or 10% in 
\Hartmann’s Solution 


Table 1 Composition of luti tinued 
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Travert® 10% Electrolyte No. $ 


Electrolyte Com position /1..) 


Cations {+) 
Na K 
34 


Sn 
57 


as 


17 


10 


Anions 

ol HOOs HPO, 

4 

22 3 

50 12.5 

150.5 

110 

110 

77 

34 

22 23* 3 

40 24* 

40 

45 26" 12 

150 

103 55* 

63 60* 

109 
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amination reveals a severe pre-existing deficit .{ ex. 
tracellular fluid. The kidneys are found to be func- 
tional. The patient is suffering concurrent abnormal 
losses of 1,000 ml. of diarrheal fluid per 24 hour.. It is 
not necessary to give him a pump-priming s.!ution 
since his kidneys are functioning. It is necess.ry to 
provide water and electrolytes for maintenance ind to 
correct a pre-existing deficit. Let us assume for si:nplic- 
ity that this patient has a body surface area of 1 square 
meter. To provide for maintenance and to correct a 
severe pre-existing deficit we would, therefore, give 
him 3,000 ml. of a balanced solution per day. This pa- 
tient is suffering concurrent abnormal losses of 1,000 
ml. of diarrheal fluid per 24 hours so we would add 
1,000 ml. of a balanced solution to the 3,000 ml. already 
planned. Perhaps on the second day the deficit will 
have been decreased to a moderate pre-existing deficit. 
Dosage would then be reduced accordingly; the pa- 
tient would be given 2,400 ml. of a balanced solution. 
Assuming that on the third day the pre-existing deficit 
appears corrected, then one would give the mainte- 
nance level of 1,500 ml. per day. 

Case 2. The second patient, P.E.R., suffens from se- 
vere functional vomiting (Figure 12). This patient’s 
kidneys are functional, but a severe pre-existing deficit 
appears to exist. There is a concurrent abnormal loss 
of 750 ml. of vomitus per 24 hours. Let us calculate 
the first day’s fluid regimen. Assuming 1 square meter 
of body surface, the dose level for maintenance, plus 
correction of the severe pre-existing deficit, is 3,000 
ml. of a balanced solution. We would add to this, re- 
placement of the concurrent abnormal loss of 750 ml. 
of vomitus. For this we would administer 750 ml. of 
gastric replacement solution. 

Case 3. The third case is a patient, B.M.Y., suffering 
from infantile diarrhea (Figure 13). He has a moderate 
pre-existing deficit and the kidneys are not functioning. 
There is a concurrent abnormal loss of 300 ml. of 
diarrheal fluid per 24 hours. Assuming a body surface 
area of 0.33 square meter, the first problem to be solved 
is restoration of renal flow. Remember that in doing 
this we give a pump-priming solution at the rate of 8 
ml. per square meter of body surface per minute for 45 
minutes, or, in this instance 0.33 x 8 ml. = 2.64 ml., ap- 
proximately 2.5 ml. per square meter of body surface 
for 45 minutes. Suppose that toward the end of the in- 
fusion the patient begins to urinate normally. At this 
point balanced solution is administered. Since the pa- 
tient has a moderate pre-existing deficit we would ad- 
minister 0.33 x 2,400 ml.—800 ml. To provide for 
maintenance and correct the pre-existing deficit we 
would add to this quantity, 300 ml. of a balanced solu- 
tion to replace the diarrheal fluid lost in 24 hours. 

Case 4. The fourth patient, P.Q.R., is a patient who 
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has undergone a surgical procedure (Figure 14). No 
pre-existing deficit is present; however, the kidneys 
are conserving water, and urine flow is diminished be- 
cause of, among other things, the usual preoperative 
fast. There is no concurrent abnormal loss. Assuming 
abody surface area of 1 square meter, in order to pro- 
vide for maintenance, one would give this patient 1,500 


ml. of balanced solution. Before this could be given, it - 


would be necessary to restore renal flow. To do this 
one would give the patient 8 ml. of a pump-priming 
solution per square meter of body surface for 45 minutes. 
Since this patient has theoretically 1 square meter of 
body surface, he would receive 8 ml. of the pump- 
priming solution per minute for 45 minutes. Assuming 
that after 45 minutes of the administration of 360 ml. 
of pump-priming solution renal flow is restored, main- 
tenance is then begun with a balanced solution. This 
regimen would be repeated daily until the patient was 
able to take nourishment by mouth. 


Limitations 


What then are the advantages of the simplified sys- 
tem employing body surface area? First of all, use of 
this measureinent represents a convenience. It simpli- 
fies the number of dosage rules that one must remem- 
ber, and simplicity of itself avoids error and the chances 
of harming the patient. Finally, the use of body surface 
area represents a physiologic approach that enables 
the practicing physician to apply current knowledge 
concerning water and electrolytes for better care of his 
patients. 

There are an important but small number of im- 
balances that require additional or other therapy. These 
imbalances and a few words concerning their treat- 
ment will be discussed in the following paragraphs. 

Electrolyte Concentration Deficit. The rationale of 
therapy is to provide electrolytes in such concentra- 
tion as to restore electrolyte concentration to normal 
without causing a fluid volume excess. Such an im- 
balance is corrected by administering a 3 per cent or 5 
per cent solution of sodium chloride if the extracellular 
fluid volume is normal or excessive, or an isotonic solu- 
tion of sodium chloride if the extracellular fluid volume 
is deficient. 


Calcium Deficit. Calcium should be administered by 
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means of a 10 per cent solution of calcium gluconate, 
particularly if tetany is present. 

Calcium Excess. Therapy of calcium excess should 
be directed at the underlying condition. If other elec- 
trolyte imbalances are present, only solutions free of 
calcium should be employed. 

Extracellular Fluid Volume Excess. The object of 
therapy is to reduce the extracellular fluid volume to 
normal without altering the electrolyte concentration 
of the fluid. It may be necessary to withhold all fluids 
for a period. 

Potassium Excess. The treatment of an uncomplicated 
potassium excess with functional kidneys consists of 
avoidance of additional potassium either by mouth or 
parenterally. Should renal impairment be present, 
various methods may be employed, all aimed at re- 
moving excessive potassium from the extracellular fluid. 
Methods of therapy incltde administration of insulin 
and dextrose, administration of carbonic anhydrase in- 
hibitors, use of ion exchange resins, artificial kidney. 

Plasma-to-Interstitial Fluid Shift. Restrict the shift 
by relief of the condition causing the shift and by ap- 
plication of a binder for localized shifts. Maintain or re- 
store plasma volume by parenteral administration of 
plasma, dextran or a plasma-like electrolyte solution. 

Interstitial Fluid-to-Plasma Shift. If a shift results 
from remobilization of edema fluid, treatment consists 
of phlebotomy or application of tourniquets. If a shift 
results from internal or external loss of whole blood, 
blood transfusions should be given. 

Whole Blood Deficit. A whole blood deficit should be 
repaired by giving whole blood. If extracellular fluid 
volume is excessive, red cells alone should be given. 

Nutritional Deficits. The nutrient in question, 
whether protein, caloric or vitamin should be given. 

Complex, Combined Imbalances. The severe burn 
represents one of the most complex problems of ther- 
apy in body fluid imbalances. Such therapy requires 
knowledge of the hazardous aftermaths of the burn 
which include losses of body fluids, shock, renal de- 
pression, remobilization of edema fluid. Carefully con- 
trolled therapy must be directed at correction of the 
imbalances secondary to these effects. 


A coupon for ordering an extensive bibliography accompanying this 
article may be found adjacent to or near the Index to Advertisers. 
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Endocervical mucus, obtained at the time of ovulation, 

when dried on a slide, forms an “‘arborization” 

mee | or “fern” pattern when viewed under the microscope. 

QW WZ In the normal ovulatory cycle, the fern pattern disappears 
>\\RY in the premenstrual phase. When ovulation does not occur, 

4 J “fern”? persists during the premenstrual phase. When pregnancy 

5. occurs, arborization does not occur the following month. 


SLE A high incidence of abortion is noted in patients who show 


(= even slightly positive arborization smears in early pregnancy. 


The test is simple, rapid and inexpensive. 


Arborization of Cervical Mucus— 
A Simple Test for Ovarian Function 


ISADOR FORMAN, M.D. 


Clinical Professor of Obstetrics and Gynecology 
Temple University School of Medicine 
Philadelphia, Pennsylvania 


For SEVERAL DECADES gynecologists have been utilizing 
the cyclic changes in the endometrium and the vagina 
as “mirrors” of ovarian function. Examination of the 
vaginal smear and endometrial biopsy have become ac- 
cepted as necessary procedures in the evaluation of the 
functional activity of the ovary. The cervix was found 
to undergo similar changes. Uniil recently, however, 
these did not seem to be definite enough to be applica- 
ble for clinical use. 


Arborization 


In 1945, Papanicolaou reported that if cervical mu- 
cus obtained at the time of ovulation was spread on a 
slide and allowed to dry, there appeared an interesting 
pattern of “crystallization” or “arborization”—a 
“fern” pattern (Figure 1). This phenomenon did not 
occur in the dried mucus obtained in the immediate 
postmenstrual phase, nor could it be demonstrated in 
cervical mucus of postmenopausal or castrate women. 
On the basis of these observations, Papanicolaou con- 
cluded that this could be used as a test for estrogen 


activity. Zondek reported that 1 mg. of estrone, admin- 
istered to postmenopausal or castrate women, could 
induce the production of cervical mucus that would 
arborize when allowed to dry. 


RELATION TO MENSES 


In 1951, Campos da Paz described the changes in 
the crystallization mechanism during the cycle, and 
pointed out that progesterone inhibits arborization. In 
the normal ovulatory cycle, the phenomenon disap- 
pears a few days before menstruation. If ovulation has 
not occurred and no corpus luteum is formed, arbori- 
zation persists until bleeding occurs. Zondek and 
Rozin confirmed these findings and concluded that, 
“If the mucus found in the intermenstruum is glassy, 
with strong arborization, while that taken shortly be- 
fore menstruation reveals an abundance of cells with- 
out arborization, this proves corpus luteum formation 
and production of progesterone. It does not suffice to 
examine the mucus taken only before menstruation 
for the following reason: it is possible that, during that 
particular cycle, the patient produced insufficient 
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amounts of estrogen. Thus, the negative ‘fern’ test in 
the premenstruum was caused by hypofunction of the 
ovary and was not due to inhibition by progesterone.” 


Use as A TEST 


Roland recommended that arborization of dried 
cervical mucus could be used as a simple, rapid test 
for estrogen activity, ovulation and of early pregnancy. 

Our interest in this test was stimulated by Dr. 
Zondek’s visit to our clinic in 1953. Since that time, 
we have utilized it in the clinics and wards of the 
Temple University Medical Center, as well as in our 
private practice. We have found it to be, within certain 
limits, a fairly reliable index of estrogen and pro- 
gesterone activity. The test has a distinct advantage 
over endometrial biopsy and the vaginal smear in that 
itis easy to perform; results are obtained within a few 
minutes; the patient experiences no pain and there is 
no laboratory fee involved. 


TECHNIQUE 


To obtain mucus for this test, an unlubricated 
speculum is inserted into the vagina. The cervix is 
exposed and cleaned of cervical and vaginal discharge. 
A cotton-tipped applicator is gently inserted into the 
cervical canal and “rolled,” allowing the endocervical 
mucus to coat the cotton tip. The latter is then lightly 
touched to a clean glass slide and a string of mucus is 
spread on the slide. This preparation is allowed to dry 
at room temperature or by heating over a Bunsen 
flame. 

The smear is then examined under the microscope 
and the entire spread of mucus is scanned under the 
low power magnification. If arborization is moderate 
(2plus, Figure 2) or strongly positive (3 plus, Figure 1), 
it is quite evident under this magnification. If the 
arborization is minimal (1 plus, Figure 3) or question- 
able (pseudo-, Figure 4), then this field should be ex- 
amined under higher magnification. 

Not infrequently, the cervical mucus is so scant and 
tenacious that it is difficult to obtain an adequate 
quantity with the cotton-tipped applicator. In that 
case, a uterine dressing forceps or, preferably, one of 
the recently designed cervical mucus forceps is em- 
ployed. A drop of mucus is grasped by this instrument 
and is deposited on the slide by opening the jaws of 
the forceps while in contact with the glass slide (Figure 


Slides should be washed and instruments should be 
sterilized in distilled water, since electrolytes present 
in tap water may produce a false arborization. Also, in 

ining cervical mucus, one should be very careful 
hot to traumatize the cervix, for blood mixed with the 
mucus may inhibit arborization. ; 
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Figure 1. Arborization, 3 plus. “Fern” covers entire spread of 
mucus, seen in midcycle at peak of estrogen activity (x 153). 


Figure 2. Arborization, 2 plus. A layer of arborization between two 
layers of cellular material (x 186). 


j 
Pa. 


rhe 


“sea”? of cells (x 153). B. Higher magnification of the same (x 208). 
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of cells. B. Attempt at 
arborization—branching, but no evidence of sub-branching (x 153). 
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Figure 6. Negative smear. Cellular elements and debris seen in pre- 
menstrual and postmenstrual phases of cycle, in normal pregnancy 
and postmenopause (x 153). 


Cervical Mucus Changes During the Cycle 
Campos da Paz and Zondek and Rozin demonstrated 


that the cervical mucus undergoes three phases during 
each normal menstrual cycle. In the postmensirual 
phase, until about the eighth day of the cycle, there is 
very little mucus in the cervical canal. This mucus is 
viscous, whitish and quite sticky. When this material 
is spread ona slide, allowed to dry and examined under 
the microscope, one sees many vaginal and cervical 
epithelial cells, leukocytes and debris. This has been 
designated, from the standpoint of arborization, as a 
negative smear (Figure 6). On the seventh or eighth 
day, one observes a small island or several patches of 
arborization within the large field of mucus, debris and 
cells. This appearance is designated as “minimal 
arborization” and is graded 1 plus (Figure 3). On each 
succeeding day until ovulation, the mucus becomes 
more and more copious, transparent and elastic. When 
dried, it shows the arborization phenomenon more 
strongly. Occasionally, one sees in a cellular smear 
isolated areas that resemble arborization. Under high 
magnification, there is no true branching and sub- 
branching seen, merely a “lining up” of cells in rows 
(Figure 4). This formation has been termed “‘pseudo- 
arborization.” 

On days eight to 12, in a normal 28-day cycle, the 
arborization phenomenon is evident in a considerable 
portion of the dried mucus, but there still is a large 
area of cellular and amorphous material. Usually, at 
this phase, the smear looks like a “sandwich” of arbori- 
zation. That is, there is a central core of arborization 
with a layer of unarborized mucus above and below it. 
This type of smear is graded as 2 plus (Figure 2). 

From days 12 to 16 one sees marked arborization 
throughout the smear. This type of smear is considered 
strongly positive and is graded 3 plus (Figure 1). It 
is indicative of imminent or recent ovulation. 

Following ovulation, the mucus gradually decreases 
in quantity and the arborization phenomenon also 
regresses in almost a step-like fashion. On cycle days 22 
to 24, there is again a small amount of viscid, opaque 
mucus that, upon drying, no longer exhibits the arbori- 
zation phenomenon. It presents the same appearance 
as the mucus in the premenstrual phase. Figure 7 
shows the correlation of arborization with the basal 
temperature curve. 

Furthermore, if the patient is asked to keep a basal 
temperature chart and if the cervical mucus is exam- 
ined daily during the pre-ovulatory phase (cycle days 
eight to 12), one can quite accurately anticipate the 
time of ovulation. The quantitative peak of arboriza- 
tion precedes, by a day or two, the typical drop in 
temperature coincident with ovulation (Figure 7). 
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Figure 7. Fluctuations of arborization (“‘fern’’) during an ovula- F 
the tory cycle, correlated with the basal temperature curve and endo- : 
able metrial biopsy. Three plus “‘fern’’ coincides with the maximum 
“thermal shift’? and disappears during premenstrual phase. 
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“ Figure 8. Fluctuations of arborization during an anovulatory cycle, 

) in correlated with temperature curve and endometrial biopsy. “‘Fern”’ 
persists during premenstrual phase. 
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Figure 9. Fluctuations of arborization during a cycle in which preg- 
nancy occurred, correlated with the basal temperature curve. Nega- 
tive smear persists and temperature remains at higher level. 


The above cyclic changes are observed when estrogen 
and progesterone are secreted rhythmically in a nor- 
mal, ovulatory cycle. The arborization phenomenon ap- 
pears in midcycle because of estrogen stimulation, and 
disappears when the corpus luteum secretes enough 
progesterone to inhibit the estrogen effect. In the 
anovulatory cycle, the arborization phenomenon per- 
sists and is present to a considerable degree during the 
premenstrual phase, indicating absent or deficient pro- 
gesterone (Figure 8). 


Tue ANOVULATORY CYCLE 


Zondek examined the cervical mucus at midcycle 
and, again, at the premenstruum in 250 patients whose 
premenstrual endometrial biopsy showed evidence of 
anovulatory cycle. The arborization phenomenon was 
completely abolished in 180. Sixty-five patients showed 
some degree of arborization just before menstruation, 
while in five patients, the cervical mucus test was neg- 
ative at midcycle as well as at the premenstruum. He 
concluded that in the majority (72 per cent) of cases, 
the test could be used for the diagnosis of a function- 
ing corpus luteum and anovulatory menstruation in 
place of endometrial biopsy. However, he cautioned 
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Pos. Preg. Test 


that the test is only to be relied upon if it is strongly 
positive (3 plus) at midcycle and becomes negative one 
or two days before the onset of menstruation. If it is 
strongly positive at the premenstruum, the chances are 
that the cycle was anovulatory, but there is a possibility 
of error under these circumstances. An endometrial 
biopsy must be performed for a definite diagnosis. 


The Cervical Mucus in Pregnancy 


Due to the sustained action of progesterone secreted 
by the corpus luteum during early pregnancy, the 
cervical mucus is scant, viscid and fails to arborize 
when allowed to dry. Thus, if a woman misses a period 
and the cervical mucus shows a “negative” arboriza- 
tion reaction, it is suggestive of pregnancy (Figure 9). 
Roland studied a group of 300 women in various stages 
of pregnancy and found absence of arborization in 99 
per cent. He concluded that this was a most accurate 
test for pregnancy. Zondek and Cooper found that 
while the negative arborization observed in the pre- 
menstruum or in cases of functional amenorrhea 
could be converted to a positive reaction within four 
days by the single injection of 10 mg. of estrone or 
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estradiol, this could not be accomplished if the pa- 
tient were pregnant. In one case of early pregnancy, 
Zondek administered 90 mg. of estrone. intramuscu- 


larly and 270 mg. of stilbestrol orally over a period of 


nine days, without producing arborization of the cervi- 
cal mucus. 


ABORTION 


Pierce and Cope studied the cervical mucus of 100 
women early in pregnancy. Of these, 17 had positive 
smears, showing some degree of arborization, while 83 
had negative, cellular smears, typical of pregnancy. 
Subsequently, 17.5 per cent of those showing positive 
smears aborted, while of those showing normal smears, 
7.2 per cent aborted. 

Zondek, Forman and Cooper studied a group of 226 
women during the first trimester of pregnancy. Negative 
arborization reactions occurred in 200, and 26 exhib- 
ited slightly positive to strongly positive cervical mucus 
smears. In this latter group, pregnancies terminated 
unfavorably in 15 patients. There were 13 uterine 
and two tubal abortions. 

These studies suggested that if cervical mucus ob- 
tained early in pregnancy displayed some degree of 
arborization, it might indicate placental insufficiency 
and an increased tendency to abortion. We continued 
this study and, in 1956, reported our findings in a 
series of 348 women who were first seen during the 
first trimester of their pregnancy. The cervical mucus 
was examined for evidence of arborization at the first 


clinic visit. Those patients who showed a normal cellu- 
lar (negative) smear were re-examined in four weeks. If 
the smear was negative at this second examination, no 
further smears were taken. If the dried, cervical mucus 
showed evidence of arborization at the original exami- 
nation, the patient was asked to return at weekly in- 
tervals for repeat smears, until the smears became 
negative or the pregnancy terminated itself. 

The results of this study are summarized in Figure 
10. In 309 patients, the smears were typically nega- 
tive while in 39, a varying degree of arborization was 
noted. Of the 39 patients who displayed some degree of 
arborization of the dried cervical mucus early in preg- 
nancy, 19, or 48.7 per cent, subsequently aborted. 
But, in the group showing typically negative smears 
only 12, or 3.9 per cent, aborted. The total abortion 
rate for the entire group was 8.9 per cent. Thus, the 
abortion rate in the group showing positive smears early 
in pregnancy was more than 12 times that of the group 
showing a normal, cellular pattern. Also, the abortion 
rate in the positive group was five times higher than that 
of the entire series. Of the 20 patients who showed 
positive smears primarily and did not abort, 12 
showed a spontaneous reversal to negative smears 
within one to four weeks. In three cases, the smears 
persisted slightly positive until the sixteenth week, 
when observations were discontinued. Five patients 
who had aborted one to three times previously were 
treated with large doses of progesterone, and ‘negative 
smears were obtained after two to eight weeks of 
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348 
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11.2% Positive Fern 
88.8% Negative Fern 
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Figure 10. Higher incidence of abortion in patients who show 
slightly positive “fern”? (1 or 2 plus) in early pregnancy. 
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FERN FACTS 


1. Positive Fern = Estrogen Effect 


Estrogen Deficiency 
2. Negative Fern = or 
Progesterone Effect 
Ovarian Failure 
Pregnan 
3. Negative Fern 
iy = Corp. Luteum Cyst 4] 
Persistent Corp. 
Luteum 


4. Positive Fern 


Estrogen Primed 
& Amenorrhea 


Follicular Cyst 


Disturbed Pregnancy 
5. Slightly Positive Fern a. threatened abor- 
in Early Pregnancy ~ tion 
b. ectopic 


6. Suspect Ectopic 
+ Strongly Positive = Probably No Ectopic 
Fern 


pe 7. Suspect Pregnancy 
Premenopause _ No Pregnancy 


+ Strongly Negative  Anovulation Cycle 
Fern 


8. Premenstrual 


ve = A i 
Positive Fern novulation 


9. Premenstrual 


Negative Fern = Probably Ovulation 


Soft Uterine Tumor _ Probably 
+ Positive Fern Excludes Pregnancy 


nomenon. 


therapy. Four of these patients were delivered of live 
infants. One aborted a macerated fetus at 24 weeks of 
gestation. 


Arborization of Cervical Mucus to Exclude 
Pregnancy 


The exclusion of pregnancy is often of paramount 
importance to the clinician. This is particularly true 
early in the climacteric, when periods first become 
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somewhat irregular. Recent amenorrhea at this time 
of life can be a cause of anxiety to the patient and 
may prove a problem in diagnosis for the physician, 


Since anovulatory cycles are very frequent, if not the 


rule, at this time of life, the cervical mucus of these 
patients will very often exhibit considerable arboriza- 
tion. The finding of strong arborization is a fairly 
accurate, negative test for pregnancy. Since the fern 
test can be performed and the result determined at 
the time of the intial examination, it spares the pa- 
tient the expense of a biologic test for pregnancy 
and the anxiety of waiting for its result. Furthermore, 
tests based on the detection of chorionic gonadotropin 
occasionally give false positive reactions during the 
climacterium. 

The patient with amenorrhea, a slightly enlarged 
uterus and a cystic mass in the adnexal region, may be 
harboring a functional cyst of the ovary, or may be grow- 
ing an intact, extrauterine pregnancy. If the cervical 
mucus, in such a case, is copious and watery and ar- 
borizes abundantly upon drying, pregnancy can be 
excluded. Then the diagnosis of follicular cyst is war- 
ranted. If arborization is absent or minimal, the pos- 
sibility of a tubal pregnancy must be seriously con- 
sidered (although a corpus luteum cyst also will show 
a negative smear). 

A strongly positive arborization reaction of the cervi- 
cal mucus at once excludes the possibility of pregnancy 
in cases in which the differential diagnosis between 
tumor and pregnancy needs to be made. But we wish to 
re-emphasize that the test must be strongly positive to 
be significant. A slightly positive test does not rule out 
the possibility of pregnancy. 


Arborization of Cervical Mucus in the Management 
of Functional Amenorrhea 


Kupperman and his colleagues have recommended a 
series of therapeutic tests for the study of patients with 
amenorrhea due to hormonal dysfunction. The initial 
step to evaluate endogenous estrogen is to administer 
100 mg. of progesterone intramuscularly. If with- 
drawal bleeding occurs, it indicates that the patient 
was secreting enough estrogen to prime a responsive 
endometrium. One could assume, therefore, that the 
amenorrhea was not due to any serious derangement 
of either the pituitary, ovaries or uterus since there 
evidently was sufficient gonadotropic function to stimu- 
late an adequate ovary to secrete enough estrogen to 
prime a responsive endometrium. 

In our experience, if the cervical mucus is examined 
and shows evidence of moderate to strong arborization 
prior to the administration of progesterone, one ca 
expect a favorable response, except in the rare in- 


GP Volume xvili, Number? 


1 
| 
| 
| 
| 
3 
eer Rs, 
2 
2 
4 
- Figure 11. Summary of clinical applications of arborization phe- 


time 


and 
clan. 
t the 
hese 
riza- 
airly 
fern 
d at 
 pa- 
ancy 
10re, 
opin 
the 


rged 
ry be 
row- 
vical 
1 ar- 
n be 
war- 
pos- 
con- 
show 


ervi- 
ancy 
veen 
sh to 
ye to 
out 


stances in which the endometrium is atrophic and un- 
responsive. Thus, one can establish the fact of ade- 
quate endogenous estrogen by the demonstration of a 
strongly positive “fern” phenomenon. The withdrawal 
bleeding which follows the progesterone therapy indi- 
cates a functioning endometrium. 

Furthermore, these authors state that, if bleeding is 
not induced by the single dose of progesterone, the 
failure to respond may be due to one of the following 
conditions: (1) pregnancy; (2) a persistent corpus 
luteum ; (3) inadequate endogenous estrogen; or (4) an 
atrophic endometrium. 

Here too, examination of the cervical mucus can 
be most illuminating, for the “fern” test is ordinarily 
negative in all except possibly the last mentioned of 


these situations. One could, therefore, predict an 
unfavorable response to progesterone. Thus, one could 
skip the first step in the therapeutic test for amenor- 
rhea and immediately administer cyclic estrogen and 
progesterone whenever the cervical mucus fails to 
arborize. A strongly positive “fern” test rules out 
pregnancy or a persistent corpus luteum and definitely 
establishes the fact of adequate endogenous estrogen. 
Whether the endometrium is responsive can not be 
determined by the test. This can only be ascertained 
by the administration of ovarian hormones and the 
induction of withdrawal bleeding. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


HERE'S A HELPFUL 


Preventing Air Embolism 


Tue New England Journal of Medicine for February 
7, 1958, contained a warning from Drs. Paul J. 
Schmidt and Sherwin V. Kevy about the dangers of 
air embolism in a person who is donating blood. They 
pointed out that when blood is being collected from a 
donor into a gravity bottle, a patent air vent in the 
gravity bottle is a necessary precaution against air 


When blood is being collected into a gravity bottle, and the air vent is not patent, there is danger of air embolism. 


embolism. When a vent is lacking or when it has be- 
come stopped up, the pressure of air in the bottle 
may build up to a point at which it finds release by 
passing upward through the tubing and into the 
donor’s vein. This is especially true if the tourniquet 
on the donor’s arm is released before the collection 
tubing is clamped (see diagram below). 

The implications for prevention of air embolism 
are clear—(1) insurance of patency of the air vent in 
the cap of the gravity bottle; (2) application of a 
clamp to the run-off tubing as a prelude to release of 
the tourniquet on the patient’s arm. 
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Recent Advances in Ear Surgery 


Rapid strides are being made in the restoration of hearing losses 
due to congenital defects, infections and otosclerosis. 

Many procedures are based on meticulous skin grafting techniques, 
and developments in audiometry and magnification 

for the surgeon during operation. 

A dramatic example of such an advance 

is the stapes mobilization operation for otosclerosis. 

Hearing may be restored within one-half hour, 

under local anesthesia. This technique involves manipulation 

of the stapes, the footplate of which is fixed 

by the otosclerotic process in the oval window. 


WALTER E. HECK, M. D. 


Stanford University School of Medicine 
San Francisco, California 


IN THE PAST four years there has been a tremendous in- 
crease in ear surgery. More ear operations are being 
performed than ever before. More patients with im- 
paired hearing are having their hearing restored by 
surgery than ever before. 


Mastoiditis 


In this day of antibiotics, ear surgery for acute mas- 
toiditis is a rarity, but occasionally it is still vitally 
necessary. 

Chronic mastoiditis, on the other hand, has not 
been very amenable to drug therapy. Therefore, con- 
trary to the impression given by the unfortunate edi- 
torial in the Journal of the American Medical Association, 
in April 1952, ear surgery has continued to be very 
actively required, but with a different emphasis at the 
present time. 

The emphasis has shifted from one of a desperate, 
life-saving, radical, emergency procedure, to a more 
conservative, curative and corrective procedure, with 
a keen awareness of the preservation of as much hear- 
ing as possible. As in all surgery for infection, this 
change is possible because we have the antibiotics to 
use in conjunction with surgery. 
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Restoring Hearing 


There has been progressive development of ear sur- 
gery purely for the restoration of hearing. This field 
comprises patients with hearing losses who have never 
had ear infections, or those in whom infection is chronic 
or has completely disappeared. Surgical correction of 
their hearing losses contributes the largest increment 
of increased ear surgery in recent years. 


Anatomy and Physiology Review 


We conventionally divide the ear into three parts— 
the external ear, the middle ear and the inner ear 
(Figure 1). 

The external ear consists of the shell-like auricle 
and the tunnel-like external auditory canal. The mouth 
of this tunnel is the external auditory meatus; its blind 
end internally is the ear drum (tympanic membrane). 

Incision of the eardrum, a myringotomy, gains 
admission to the middle ear space, or tympanum. 
(Incidentally, myringotomy for the relief of pus under 
pressure, as in an acute purulent otitis media, is still an 
important therapeutic measure. It is often neglected.) 

In the room-like middle ear are the ossicles—the 
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malleus, incus and stapes. The stirrup-like stapes fits 
into the oval window on the medial wall of the middle 
ear, a very important area. 

On the back wall of the middle ear is the aditus, the 
small opening leading into the mastoid cells of the mas- 
toid process. The aditus is the only entrance and exit. 
At the front of the middle ear room is the opening to 
the Eustachian tube that connects with the naso- 
pharynx. A bulge on the medial wall of the middle 
ear is called the promontory, near the round window. 

The fluid-containing inner ear spaces, in the petrous 
pyramid of the temporal bone, may be entered via the 
oval window, after removal of the stapes. The inner ear 
consists of two connected parts. The vestibular laby- 
rinth with its semicircular canals serves to maintain 
equilibrium. The snail-shell-like cochlea or microphone 
serves for hearing. Exit from the cochlea could be made 
by incising the membrane of the round window, to re- 
enter the middle ear room. 


Sound waves are conducted to the microphone of the 
ear, the cochlea, via a chain consisting of the external 
auditory canal, the ear drum, the attached ossicles, in- 
cluding the piston-like stapes and the fluid in the inner 
ear. This chain represents an air-fluid impedance- 
matching apparatus. Interference with conduction of 
the sound wave by this chain to the cochlea, the micro- 
phone, produces a “‘conductive” hearing loss. This is 
the type in which the patient hears better by bone 
conduction than by air conduction. On the audiogram, 
there is a gap between the bone conduction curve and 
the poorer air conduction curve, the so-called “air- 
bone gap.” I emphasize the conductive type of hearing 
loss because it is the kind for which the otologist can 
at present do the most. When the hard-of-hearing pa- 
tient has a negative Rinne test, i.e., he hears the tuning 
fork better by bone conduction than by air conduc- 
tion, surgical correction should be considered. 

The more central “perceptive” hearing loss includes 


Ext. auditory meatus 


EXTERNAL EAR 


Semicircular canals 


Stapes (footplate in oval window) 


MIDDLE EAR 


Figure 1. Diagram of the ear. 
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the “end-organ” type, due to a defect in the cochlea 
itself, the “nerve” type, due to a defect of the auditory 
nerve, and a “central” type, due to a lesion of central 
tracts or the auditory cortex itself. 

Let us now consider specific recent advances in ear 
surgery, first regarding the external ear, then the mid- 
dle ear and finally the inner ear. 


Advances in External Ear Surgery 


Occasionally a child is born with bilateral congenital 
atresia of the external auditory canals. There is often 
an associated deformity of the auricle on the outside, 
and of the ossicular chain in the middle ear. The con- 
ductive hearing loss is usually marked. It is desirable 
to correct this condition before the child is of school 
age, at least on one side, to provide serviceable, un- 
aided hearing. 

As with most ear surgery today, an “‘endaural” ap- 
proach is used with the incision at the external audi- 
tory meatus, rather than the old postauricular incision. 
A new external auditory canal is created and lined by 
means of a split-thickness skin graft. The modern elec- 
tric dermatome (Brown) makes it,easy to obtain a large, 
uniform graft from the thigh or abdomen. As de- 
scribed by House in his classic article, it may also be 
necessary to construct a pseudo eardrum with this 
graft. The graft is held in place by packing and plastic 
tubing. If the ossicular chain is deformed and non- 
functioning, it may be necessary to create ar artificial 
window to the inner ear (“fenestration”), or to use 
only the stapes as a “chain.” 

It may be desirable to correct even unilateral con- 
genital external auditory canal atresia. Binaural hear- 
ing has advantages over monaural hearing, permitting 
directional detection of sound sources. 

A part of this technique of correction of congenital 
canal atresia has received increasing application in the 
closure of eardrum perforations. The technique of tri- 
chloracetic acid application to the margins of a per- 
foration plus application of a patch (e.g., cigarette 
paper), done repeatedly, has long been used to close 
eardrum perforations. When this is ineffective, the ap- 
plication of a split-thickness skin graft, by a technique 
such as devised by House, may be used. Adequate 
blood supply is obtained by scarifying the promontory, 
the bulge on the medial wall of the middle ear, and 
packing the graft against this raw area. Thus, tem- 
porarily at least, the eardrum graft is attached to the 
medial wall of the middle ear. This attachment sepa- 
rates as time goes by, the inner surface presumably 
being epithelialized by the middle ear mucosa. Perhaps 
this is facilitated by the normal inflation of the middle 
ear by air from the Eustachian tube. 
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Advances in Middle Ear Surgery 


In 1949, Baron demonstrated that the matrix of a 
cholesteatoma is perfectly good stratified squan.ous 
epithelium. It could serve as a lining graft just as well 
as could a split-thickness of the same type of epithe- 
lium from some other part of the body. A cholesteatoma 
is merely a collection of desquamated keratin that 
piles up in a cavity of the ear that has a tiny “bottle- 
neck” opening. The normal mucosal lining of the cay- 
ity is replaced by stratified squamous epithelium, 
usually by ingrowth through a marginal eardrum per- 
foration. 

Here again is a changing concept. The older attitude 
was one of radical removal. Now, by leaving this matrix, 
the postoperative cavity with a wide-mouthed, “mar- 
supialized” opening is already partially lined and on 
the way to a healed, dry ear. 


OTOSCLEROSIS 


Although not exactly a “recent” advance in ear sur- 
gery, I would like to acknowledge the wonderful de- 
velopment of the one-stage fenestration operation by 
Dr. Lempert of New York in 1938, for the treatment of 
hearing loss due to otosclerosis. 

Otosclerosis is a peculiar condition of the bony otic 
capsule, which, if it involves the oval window area, 
causes a stapes footplate fixation in the oval window. 
This results in a conductive hearing loss. It seems to be 
familial, but fortunately does not always affect the 
strategic oval window area. It occurs more often in 
women than in men. It begins in the late teens, with an 
insidious increase of hearing loss and increased fixa- 
tion of the stapes. 

In the fenestration operation, access is gained by 
means of a mastoidectomy done by the endaural ap- 
proach. A window is made in the horizontal semi- 
circular canal. This is covered by a skin flap from the 
external auditory canal, pedicled to the eardrum. It is 
a good, reliable operation that creates permanent, 
serviceable, unaided hearing in at least 75 per cent of 
suitable cases. 


Strapes MoBILIZATION 


This brings us to the greatest recent advance in ear 
surgery. Again it was by a New Yorker, Dr. Samuel 
Rosen. His exhibit at the American Medical Associa- 
tion meeting in Chicago in 1956 won the Hektoen gold 
medal. 

To emphasize Dr. Rosen’s contribution, I would like 
to relate a personal experience, a case report, typical 
of this work. About two years ago I had a patient, the 
wife of an airlines pilot, who was quite hard of hearing, 
due to otosclerosis. Tests showed the typical gap be- 
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tween her hearing by bone conduction, which was very 
good, and by air conduction which was very poor. 

She was taken to the operating room, having had 
only a mild barbiturate premedication. Using local 
anesthesia, operation was performed after the tech- 
nique of Rosen. As usual, I reassured the patient as we 
worked, telling her in a loud voice what was going on. 
Suddenly she exclaimed in an excited voice, “I hear 
ababy crying!” Actually a baby had just been delivered 
by cesarean section in an operating room four doors 
down the hall. Stapes mobilization had been successful. 
Thus, one-half hour after entering the operating room, 


the patient was returned to her room, her hearing re- 


stored. With tears streaming down her cheeks she told 
her waiting husband, “I can hear!” Tears also appeared 
in his eyes. Frankly, the surgeon felt a little like cry- 
ing, too. 

Stapes mobilization has revolutionized ear surgery. 
Just as with fenestration surgery, however, it is based 
upon procedures first done many years ago. As men- 
tioned above, local anesthesia is used, after the usual 
sterile preparation and draping of the ear. This meatal 
block in itself represents a real contribution. Ana- 
tomically unexplainable, the injection of a few drops of 
2 per cent lidocaine hydrochloride (Xylocaine) into 
the external auditory meatus superiorly, anteriorly, 
inferiorly and posteriorly, produces anesthesia of the 
canal, eardrum and middle ear. Rosen uses three 
parts lidocaine solution to one part 1:1000 epineph- 
rine solution. We have been using a 30:1 mixture to 
avoid the epinephrine stimulation. 


TECHNIQUE 


The detailed technique of the operative procedure is 
constantly being changed by otologists engaged in this 
work. At present we use a simple semicircular incision 
on the posterior wall of the ear canal, about 1.5 cm. 
from the eardrum, incising down to the bone. Through 
this incision the soft tissues of the posterior wall of the 
canal, including the perichondrium and periosteum, 
are lifted forward against the anterior canal wall, a pock- 
et being created down to the fibrocartilaginous ring 
framing the eardrum. This annular ligament is then 
lifted out of its tympanic sulcus, thus folding the ear- 
drum itself forward, and thereby gaining admission to 
the middle ear room. Frequently the chorda tympani, 
incudo-stapedial joint, stapedius tendon, and oval and 
round window niches are readily seen. Other times it is 
necessary to curette away bone postero-superiorly, to 
adequately see the stapes. The stapes is then manipu- 
lated by means of probe-like instruments, such as those 
devised by Goodhill, in an attempt to loosen it from 
its otosclerotic fixation into the oval window. If such 


mobilization is successful, the stapes is again free to. 
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Figure 2. Stapes mobilization operation, showing battery-powered, 
transistor-containing portable audiometer (Otometer) on table, and 
Zeiss operating microscope ready for use. 


Figure 3. Stapes mobilization operation, Zeiss microscope being used. 
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vibrate, somewhat like a piston, conducting sound vi- 
brations to the inner ear, and the patient hears. 

The stirrup-like stapes is a relatively delicate bone, 
particularly its crura (legs). These crura are easily 
fractured in the course of vigorous mobilization. Re- 
cently greater emphasis has been placed upon a direct 
attack on the footplate of the stapes, prying it loose, or 
even fenestrating it. 

Figure 2 shows two special instruments useful in this 
type of surgery. One is the little battery-powered, 
transistor-containing portable audiometer on the 
table. By means of this Otometer devised by House, 
the patient’s hearing can be tested at various times in 
the course of the operation. The second very useful in- 
strument is the special Zeiss operating microscope. 
Magnification of some kind is essential for this type of 
surgery, whether it is by means of an otoscope, loupe 
glasses or microscope. 

Figure 3 shows the microscope being used. To me 
this is a marvelous instrument. It has a built-in light 
that brightly illuminates the field. It has magnifying 
powers of 6, 10, 16, 25 and 40X, all interchangeable 
by simply turning a knob, and all parfocal. We usually 
use the 6, 10 and 16 powers for stapes mobilization sur- 
gery, the latter particularly when manipulating the 
footplate. 

Stapes mobilization surgery is indicated in any case 
of otosclerosis in which it would be advantageous to the 
patient to close the air conduction-bone conduction 
gap. Thus any case suitable for fenestration surgery is 
also a candidate for attempt at mobilization. Since the 
latter is much easier on the patient, with shorter hos- 
pitalization, it is usually tried first. Most otologists re- 
port success, apparently permanent, in about 35 to 50 
per cent of cases. Those unsuccessful can still have a 
fenestration operation; the reverse order is impossible. 
The criteria for attempting stapes mobilization are 
much less stringent than for fenestration surgery. It 
may be considered for more elderly patients. Many in 
this older group already have some decrease in bone 
conduction. By closing their air-bone gap they may at- 
tain serviceable hearing, or be able to use a hearing aid 
much more effectively. 


At a recent meeting, A.L. Holcomb suggested as an 


index of surgical efficiency, the gain in air conduction 
divided by the air-bone gap. Unfortunately bone con- 
duction determinations are not too reliable. 

As with all surgery, complications can occur with 
the stapes mobilization operation. It is not an office 
procedure. Infection of the middle ear may occur, and 
eardrum perforation secondary to this otitis media or 
to surgical trauma. Facial nerve paralyses have oc- 
curred. Injury to the inner ear may make the hard of 


hearing ear completely deaf. Because of the latter pos-— 
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sibility we always operate on the patient’s poorer car, 
and do not do both ears at one time. 

I have very carefully stated that the stapes mobiliza- 
tion operation is “easier” on the patient. It has some- 
times erroneously been referred to as an “easy” opera- 
tion to perform. It is anything but easy for the surgeon. 
It is difficult, delicate, and often frustratingly hard 
work. 

Even more recently, emphasis has been placed upon 
“tympanoplasty,” the restoration of middle ear func- 
tion by operative correction in many situations other 
than otosclerosis. Not only have adhesive processes 
been removed, but Wullstein has stressed the actual 
restoration of functionally-normal ear anatomy, or as 


nearly normal as possible. He has recommended the 


restoration, if possible, of the “sound-pressure-trans- 
formation” apparatus (i.e., an impedance-matching 
apparatus of some sort), and of the sound-protection of 
the round window by an air-containing tympanum or 
middle ear-like space. In some instances the sound- 
pressure-transformation apparatus consists only of the 
residual stapes. Thus it corresponds somewhat to the 
single ossicle-columella in the ear of birds and reptiles 
(Wullstein Type 3). 

Very interesting techniques to maintain a created 
middle ear space have been devised, such as packing 
the space with an absorbable gelatin soaked with peni- 
cillin and hyaluronidase, and the use of silk suture re- 
moved via the Eustachian tube (Zéllner). 

Tympanoplasty has as one of its foundations the use 
of skin grafts, as mentioned in the discussion of repair 
of congenital ear canal atresia. Another foundation is 
the use of high-power magnification, as mentioned in 
the discussion of stapes mobilization surgery. 


Advances in Inner Ear Surgery 


Because of the intricacy of the neural mechanisms in 
the inner ear, surgical advances on it have lagged be- 
hind the other parts of the ear. Mention should be 
made, however, of the surgical treatment of Méniére’s 
disease. Paradoxically, after all our discussion about 
restoration of function, this concerns a destructive 
procedure. 

In 1949, Day described his destructive labyrinth- 
otomy operation, to destroy the function of the involved 
ear in a case of unilateral endolymphatic hydrops 
(Méniére’s disease). The technique consisted of fenes- 
trating the horizontal semicircular canal, as in the 
Lempert fenestration operation, and then inserting an 
electrode and fulgurating the inner ear neural mechan- 
ism. Such procedure is only used, of course, after a 
thorough trial of a medical regimen to reduce the endo- 
lymphatic hydrops, and on an ear in which the hearing 
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function is already below a useful level. By the Caw- 
thorne technique, the membranous labyrinth of the 
inner ear is simply avulsed via the fenestra, rather than 
fulgurating. 

Otologists and neurosurgeons familiar with the 
problem have long recognized this destructive labyrin- 
thotomy operation as effective, and decidedly less 
formidable, than section of the eighth nerve. 

Recently Schuknecht has described an even simpler 
ablation operation for the relief of Méniére’s disease. 
The middle ear is entered as for stapes mobilization. 
Then the stapes is simply removed, and the mem- 
branous labyrinth avulsed and suctioned via the oval 
and round windows. 

He has also described a technique for the local use of 
streptomycin in the middle ear, utilizing its ototoxic 


effect for this same purpose. A small plastic tube is in- 
serted into a stab wound opening in the annulus tym- 
panicus, into the middle ear. Through it 0.1 ml. of 
streptomycin solution, 0.5 gm. per ml. saline, is in- 
jected into the middle ear every four hours. This is 
continued to one day beyond the stage when vestibular 
symptoms are fully developed. This usually requires 
a period of four or five days of injections. 

At a recent meeting, Professor M. Arlan of Padua, 
Italy, described his use of ultrasonic surgery of the 
vestibular apparatus for Ménitre’s disease. Placement 
of the apparatus, however, again requires considerable 
bone removal, as did the Day operation. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers... 


Population 


POPULATION GROWTH in the United States continued at a record level during 1957, amounting 


to about three million persons, according to estimates recently completed by the Bureau of the 
Census, Department of Commerce. There were an estimated 172,790,000 persons in our 
population at the beginning of this year, compared with 169,800,000 a year earlier. For the 
second year in succession, population growth was approximately three million. In each year 
since 1947 population growth has exceeded two and one-half million and the rate of increase 
has approximated 1.7 per cent. In the eight-year period since the beginning of this decade the 
increase in population exceeded 22 million, a population gain three and one-fourth million 
greater than that which occurred during the entire 1940 decade. 

The sustained high level of births has been the primary factor in the continued rapid 
growth of the population. There were 4,302,000 babies born in 1957, the largest number on 
record. About 32 million babies have been born during the past eight years, or more than the 
total number born in the whole decade of the 1940’s.—Science, 127: 691, 1958. 


COMPARISON OF POPULATION GROWTH 
AND BIRTH INCREASES INVOLVING PAST TWO DECADES 


POPULATION 
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Archbold, Ohio 


IN RECENT YEARS many persons have been inoculated 
with tetanus toxoid. This includes all who have served 
in the armed forces and many in the civilian popula- 
tion, especially children. In attempting to protect any 
person from tetanus, the first step should be to ascer- 
tain definitely whether the patient has ever received 
active immunization against tetanus, whether he re- 
ceived the complete series and when he received his 
last injection of toxoid. 

It is not enough, when taking a history, to ask “Have 
you ever had a shot for tetanus?’’ Many patients will 
answer “yes” to this question. However, if you 
questioned them further, you might learn that the 
“shot for tetanus” consisted of a single dose of tetanus 
antitoxin following an injury. This not only would be 
of no benefit in affording active protection now, but 
might also increase the risk of passive protection. Pa- 
tients often can indicate that they have had antitoxin 
previously if they are asked about a skin or eye test 
preceding the injection. 

The duration of protection varies somewhat in an 
actively immunized person. From the information 
available, it seems safe to assume that a good anam- 
nestic (recall) response results from injection of fluid 
toxoid within five years of the initial series or last 
booster. In some persons, protection undoubtedly 
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The prevention of tetanus in a patient who has sustained a 
minor or major trauma is the responsibility of the first physician 
who sees him. This is usually the general practitioner 


Prevention of Tetanus in Traumatized Patients 


DON A. STOTZER, M.D. 


or the emergency room resident or intern. 

The steps taken to insure that the patient receives 

the maximum protection from the disease with a minimum 
of danger from the procedure are relatwely simple. 
Unfortunately, these steps are frequently omitted 

through either ignorance or neglect. 


lasts much longer than this; however, there is no way 
to determine this in the individual case. 

The use of fluid toxoid is stressed because the 
anamnestic response is better with this than with alum- 
precipitated toxoid. The reverse is true of the initial 
series: here alum-precipitated toxoid is better. 

The longer the time since the patient’s primary im- 
munization or last booster, the greater the need for 
protection by some means in addition to toxoid. 

Tetanus is known to occur occasionally in severely 
injured patients in spite of what seemed to be adequate 
basic immunization. It has therefore been suggested 
that severely wounded, immunized individuals should 
be given simultaneous injections of toxoid and anti- 
toxin in different extremities in an attempt to get max- 
imum protection. 


Use of Tetanus Antitoxin 


Tetanus in civilian life is usually a complication of 
some minor injury—a puncture wound of hand or foot, 
a wood splinter or other foreign body, a gunshot 
wound, a powder burn or a compound fracture. The 
single most important step in the prevention of tetanus ts 
proper cleansing and débridement of the wound, and this 
especially means removal of all foreign bodies. 
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If, after examining the wound and obtaining a de- 
tailed immunization history, it is decided that the pa- 
tient needs additional protection against tetanus, then 
it becomes necessary to use tetanus antitoxin (TAT). 
The use of TAT is not only time-consuming but also 
carries the danger of serum reactions. Certain pre- 
cautions greatly reduce that danger. 


TrsTs FOR SENSITIVITY 


There are two tests for the detection of serum sen- 
sitivity: the skin or intradermal test and the ophthal- 
mic test. Neither of these tests is completely reliable 
because skin sensitivity and systemic sensitivity are not 
necessarily parallel. Careful questioning about systemic 
sensitivity must be undertaken if the danger is to be 
reduced. 

The ophthalmic test is carried out by putting 1 or 2 
drops of a 1:10 dilution of serum on the conjunctiva. 
A positive reaction is indicated by redness that ap- 
pears within 20 minutes. If this is severe it may be 
controlled by 1 or 2 drops of epinephrine in the eye. 
A control should be done. 

The intradermal test is performed by injecting 0.05 
ce. of a 1:100 dilution of horse serum intradermally. 
This amount is recommended rather than 0.1 cc. be- 
cause the larger amount may be irritant enough to give 
a surrounding area of erythema and thus confuse 
interpretation. A positive reaction (serum sensitivity) 
is indicated by the appearance within 20 minutes of a 
wheal (sometimes with pseudopodia) at the site of the 
intradermal bleb, and by erythema of the surrounding 
skin. 

You will note that TAT is not used for either of the 
tests. Although it is permissible to use TAT, horse 
serum is preferable. The TAT in use today is pro- 
cessed in an attempt to reduce species specificity and 
thereby minimize adverse reactions. However, it some- 
times causes a pseudopositive skin reaction character- 
ized by redness and swelling but no wheal or pseudo- 
podia. The cause for this reaction is not known. 

Since the primary concern is the prevention of reac- 
tions in a person who is to receive TAT, questions are 
asked particularly about allergy, hay fever, asthma, 
hives or skin rashes, with special but not exclusive 
reference to contact with the species of animal in which 
the serum was made. It is also important to inquire 
about the previous administration of serum (tetanus, 
scarlet fever, diphtheria, etc.). 


ADMINISTRATION OF TAT 


If the history and the skin test are negative, it is 
presumably safe to give the entire dose of TAT at once. 
However, this does not eliminate the necessity of ob- 
serving the patient afterward. 
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If any part of the history is positive, it is safer to do 
the ophthalmic test than the intradermal. If an intra- 
dermal test is decided upon, in this case it should be 
preceded by a scratch test. If these tests are negative, 
you may proceed cautiously as follows: 

1. Give 0.1 cc. of a 1:100 dilution of TAT sub- 
cutaneously at a site that can be excluded from the 
circulation by a tourniquet if necessary. A syringeful of 
1:1000 epinephrine should be at hand. If there is no 
adverse reaction in 30 minutes: 

2. Give 0.1 cc. of a 1:10 dilution subcutaneously, as 
before. Again, if there is no adverse reaction in 30 
minutes: 

3. Proceed to give, at 30-minute intervals, 

a. 0.1 cc. full-strength TAT subcutaneously, 
b. 1 cc. full-strength TAT subcutaneously, 
c. Remainder of proposed total dose. 

If the history is positive and the skin test is positive, 
first re-evaluate the indication for TAT. The patient 
should then be tested in the same manner to bovine 
TAT (Sharp and Dohme). If this is impracticable for 
any reason, then it becomes necessary to desensitize 
the patient to TAT. This is done by starting with a 
small amount of a weak dilution of the antitoxin and 
increasing the strength and amount with each injec- 
tion, waiting to see if a reaction appears after each 
injection. This is done until the desired amount is 
given. The details for this procedure can be found in 
any standard allergy text. 

Even though the history is negative, if the skin test 
is positive it is safest to proceed as if both were in fact 
positive. 

Regardless of the history and skin test, emergency 
equipment should be at hand, including a tourniquet, 
epinephrine, antihistamine, aminophylline and oxygen. 
The patient must be observed and preferably should 
be sitting or lying. He should not be permitted to 
do strenuous exercise following the administration of 


the TAT. 


DosaGE 


The classic dose of TAT in the United States is 
1,500 units. Rather than following a rigid standard in 
this, it would seem better to use this as a minimum 
dose and adjust the dosage to the patient’s need. Thus, 
Stafford has questioned the amount of protection 
afforded by 1,500 units of TAT. On review of all cases 
of tetanus in Baltimore hospitals over a 25-year period, 
he was unable to show any difference in the mortality 
rate in people who had received prophylactic TAT, 
compared to those who received none. If these findings 
hold true in future studies, it may be a reflection on 
inadequacy of dosage rather than on value of TAT. 
This question remains unanswered at present. 
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Reactions to Serum 


The three general types of reactions which may be 
expected are as follows: 

1. Immediate Reaction (Anaphylaxis). This occurs in 
a person previously sensitized to the serum. It is 
characterized by the development quickly of restless- 
ness, flushing, dyspnea, wheezing, tightness in chest, 
cyanosis, sneezing, sudden hyperthermia or complete 
collapse. 

The arthus phenomenon is a special type of imme- 
diate reaction that occurs when the interval between 
the first and second injection is short. This reaction 
is characterized by pain, edema and at times gangre- 
nous slough, 

There is one other type of immediate reaction—a 
thermal reaction with a rise in temperature of 2° to 4°F., 
chill and apprehension. The temperature stays up one 
or two hours and then declines during a profuse sweat. 
Epinephrine does not modify this reaction but glucose 
helps. 

2. Accelerated Reaction. This has the same symptoms 
as serum sickness (see below) but occurs in two to five 
days and is rarely fatal. 

3. Delayed Reaction (Serum Sickness). This usually 
occurs in five to ten days, and a previous history of 
antiserum administration is not necessary. It is char- 
acterized by fever, rash, malaise, hives, adenopathy and 
arthralgia. 

Kojis, in an excellent review of the literature and a 
careful analysis of over 6,200 cases of patients who 
had received foreign protein serum for various reasons, 
found that the incidence of untoward reactions de- 


pended on many factors. Individual variation was one 
of the strongest factors. Among the 61 deaths from 
anaphylaxis reported in the literature up to 1942, 16 
patients had had asthma or chronic respiratory dis. 
ease. 

Individual variation can be determined somewhat by 
testing with the material to be used. Thus, Kojis 
found a marked increase in anaphylaxis and serum 
sickness in patients who had shown a positive test. 
Also, if the patient~had received serum previously, 
there was an increased likelihood of reaction on his 
part to the test. 

Statistics from various authors show that the inci- 
dence of serum sickness on repeated injections is 
roughly double that from a single injection. The 
amount of serum injected also plays an important role. 
The greater the amount of serum, the higher the inci- 
dence of serum sickness. Paradoxically, this does not 
appear to be true for diphtheria antiserum in Kojis’ 
series. 

The intravenous route is attended by a higher inci- 
dence of all reactions including mortality. This in- 
creased incidence is reduced by giving the serum in 
divided doses. 

It is not within the scope of this paper to detail the 
treatment of reactions to antiserum; for this the reader 
is referred to any standard textbook on allergy. How- 
ever, it may help to remember that death has been 
attributed to overtreatment of what might otherwise 
have been a mild reaction. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


Female Mortality 


ONLY THE woMEN of Norway have a lower mortality than 
those of the United States. In Norway, the female death 
rate from all causes is 6.4 per 1,000 per year; in the United 
States, the corresponding rate is 6.9 per 1,000. The Metro- 
politan Life Insurance Company provided these figures 
from a study of 19 countries. 

The female death rate from tuberculosis of the respira- 
tory system ranges from a low of four per 100,000 in the 
United States, Australia and New Zealand, to a high of 47 
per 100,000 in Japan. Pneumonia as a cause of death among 
women also shows a wide variation from the 16 per 100,000 
in the United States to the high of 53 per 100,000 in Fin- 
land. Only in deaths from motor vehicle accidents do 
American women suffer the highest rate in the world, 11 
per 100,000. The lowest death rate from this cause—two 
per 100,000—is found in Israel.— Science, 127: 635, 1958. 
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FEMALE MORTALITY 
DUE TO MOTOR VEHICLE ACCIDENTS 
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The three patients described in this report showed 
quite different patterns of response to the disability 
of swallow. The patterns, in turn; markedly affected 
patient participation in therapy. The most seriously, 
incapacitated patient illustrated the positive influ- 
ence of sound personality development toward con- 
structive adaptation to disability and effective parti- 
cipation in therapy. The exploitation of disability in 
an effort to gain, in a deviant fashion, the affection 
and gratification which an overly dependent person 
lacks is epitomized in the description of the second 
patient. The third patient is a typical example of the 
schemer who almost consciously plans to gain the 
greatest benefits from his disability and who dreads 
the loss of the bargaining power which it provides. 
The recovery of the function of swallow may be facili- 
tated by the combined efforts of a rehabilitation team. 


DurinG a study of disabilities of the pharynx following 
acute poliomyelitis, attention has been drawn in- 
creasingly to the variety of attitudes of patients 
toward their disability. These psychologic responses of 
the patients, and of their families, had a marked in- 
fluence upon cooperation in therapy and thus, poten- 
tially, upon its results. 

The psychologic aspects of poliomyelitic weakness 
of the limbs, impairment of respiration and dysarthria 
have been well described. Seidenfeld has called atten- 
tion to the importance of the pre-illness emotional 
state to the whole course of treatment and specifically 
to the recovery of the function of respiration. The 
psychologic aspects of disability of swallow have re- 
ceived little published comment. Although breathing 
difficulties and swallow disabilities apparently have 
some similar psychologic implications, swallowing is a 
specific vital function with its own unique psychologic 
significance. For this report, three dysphagic patients 
have been selected to illustrate representative pat- 
terns of response to this disability and the influence 
of those patterns upon patient participation in therapy. 


Clinical Observations 


The three patients were selected from a group of 31 
subjects of a project study of disabilities of the pharynx 
resulting from acute poliomyelitis. Each of the three 
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was referred from other cities for evaluation and therapy 
after 22 to 33 months of continuing disability. Obser- 
vations and therapy were conducted on an outpatient 
basis, except when brief hospitalization of the patients 
was required by reason of medical complications of 
their disability. 

In addition to clinical and roentgenographic evalua- 
tion and physical and speech therapy, these patients 
were administered a battery of psychologic tests, and 
two received intensive psychologic and psychiatric 
counseling. Their clinical descriptions follow. 


ILLUSTRATIVE CASES 


Case 1. The first patient is an example of very good 
adaptation to disability and effective participation in 
therapy. 

Bill, age 14 years, had acute bulbar and spinal 
poliomyelitis 22 months prior to our observations. 
During acute poliomyelitis, he developed moderate 
weakness of the trunk and all extremities and severe 
weakness of the pharynx area and neck. Respiratory 
assistance was required during the acute illness and 
for 15 months thereafter. A tracheostomy was per- 
formed and retained. By reason of a total disability 
of swallow, nutrition was maintained via a nasal-oral 
catheter for eight months and subsequently via gas- 
trostomy. His pharynx, originally disabled by paralysis, 
was also occluded by apposition of the retrodisplaced 
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Figure 1. Lateral roentgenogram of Bill, demonstrating occlusion of 
the pharynx and larynx by apposition of structures of the anterior 
pharyngeal wall to the lordotic cervical spine. Solid dot indicates 
Auid level in epipharynx; hollow square indicates body of hyoid bone. 


tongue, hyoid and larynx to the lordotic cervical 
spine (Figure 1). 

In addition to medical management of respiratory 
deficiency, physical therapy and orthopedic support of 
the trunk and extremities, it was necessary to use 
traction devices to open the pharynx by extending 
head on neck and straightening the cervical spine 
(Figure 2). This procedure required a maximum of pa- 
tient cooperation and tolerance. Bill participated 
eagerly, assisted in devising improvements in the trac- 
tion arrangements and suggested longer periods of 
their application. 

Bill’s attitude toward this strenuous therapy was 
consistent with his general attitudes. He consistently 
accepted his disability and demonstrated a construc- 
tive reaction to treatment. At no time did he become 
overly dependent—either upon his family or upon 
members of the medical team. Naturally his therapists 
enjoyed working with him. 

Clinical impressions of a good adjustment pattern 
were confirmed by psychologic test results. He gave 
evidence of a sound personality structure, superior 
intellectual endowment and a “self-concept” of gen- 
eral adequacy tempered by an awareness of his physical 
disability. He apparently felt no need for “‘secondary” 
gain from his illness. He demonstrated a capacity to 
substitute intellectual gratifications for his former 
physical achievements. His parents were also well-ad- 
justed persons. The mother accompanied him to this 
city and remained during his stay. His father joined 
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Figure 2. Photograph of Bill in traction apparatus mounted on tilt 
table and joining plaster headpiece and plastic palate obturator. 


them occasionally, and the group made occasional 
train trips to their home. 

After ten months of intensive medical and physical 
therapy, Bill’s pharynx was consistently patent, and 
the first experience of swallow occurred. He was then 
referred to another facility for continued rehabilitation. 

Case 2. The second patient is a typical example of an 
over-dependent person, who exploited disability ina 
search for affection and gratification that were other- 
wise lacking. 

Phyllis, age 14, had acute bulbar and spinal polio- 
myelitis 24 months prior to our observations. Earlier 
medical history was essentially noncontributory. Dur- 
ing acute poliomyelitis she developed moderate weak- 
ness in irregular distribution in bulbar area, neck, 
trunk and arms. Respiratory assistance was required 
for approximately six weeks. Tracheostomy was re- 
tained for six months. Complete failure of swallow con- 
tinued, and a gastrostomy was performed nine months 
following her acute illness. 

Under intensive speech therapy and other measures 
designed to accomplish mobilization and recovery of 
function in the oral and pharyngeal areas, speech and 
mastication reached near normalcy, and motions of the 
pharynx appropriate to swallow were apparently re- 
covered. She did, however, retain a roentgen-demon- 
strable obstruction at the upper end of the esophagus 
(Figure 3). This particular entity of poliomyelitic dis- 
ability of pharynx has been mentioned by Sjéberg and 
is under further study in this project. 
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Figure 3. Lateral roentgenogram of Phyllis, showing maximal pene- 
tration of barium bolus through pharyngo-esophageal segment. 
Hollow square indicates body of hyoid bone, which is displaced 
infertorward. 


Phyllis’ conflict with her parents was readily recog- 
nized, and she was soon observed to be utilizing her 
disability in her relations with her markedly naive and 
apprehensive mother. The death of a chronically ill 
grandmother, who had resided in this home for several 
years, had apparently allowed Phyllis to move easily 
into the role of the family invalid. Phyllis and her 
mother readily agreed to a proposal that the mother 
return home to care for the family, and the daughter 
remain in a local foster home. Phyllis’ unanswered need 
for maternal affection emerged repeatedly in the stories 
she told in psychologic testing. In one instance, she 
resolved this need by having a father-figure die—‘‘and 
her mother grows real attached to her daughter.” 

Phyllis’ conflict was soon extended to her new en- 
vironment. She frequently subjected her foster parents 
to tests of affection by leaving foul-smelling sputum 
cups about the home and by other unhygienic proce- 
dures. Initially she passively accepted an intensive 
program of physiotherapy, speech therapy and meas- 
ures of mobilization of the pharynx, but became in- 
creasingly aggressive and defiant. She developed adept- 
ness in thwarting her therapists by bargaining, asking 
ittelevant questions, refusing to speak and using her 
tongue to displace the catheter employed in irrigation 
of the hypopharynx. She expressed dislike for her 
therapists in many ways and began to challenge them 
tomake her swallow. At times of intercurrent illness, 
however, she would revert abruptly to her earlier pat- 
tern of passive dependence. 
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Figure 4. Antero-posterior roentgenogram of Frank, demonstrating 
normal penetration of barium bolus through pharyngo-esophageal 
segment. 


Everyone, including her psychotherapist, experi- 
enced difficulty in establishing meaningful communi- 
cation with Phyllis. She declared her passive-rebellious 
role succinctly when she stated, “I try everything the 
doctors say. I will swallow when they know what to do 
to make me swallow.” Attempts to evoke her own inter- 
est in therapy efforts were to no avail. When at the 
end of a three-month period the relation had not im- 
proved, a second therapist was substituted, but again a 
constructive relation could not be achieved. 

Repeat psychologic evaluation, at intervals of 12 
months, gave indications of definite changes in her 
over-all effectiveness. She was then found to function 
at a high average intellectual level, in comparison to 
her previous “dull normal” performance. Mother 
figures were much less harshly treated in her stories. 
One may conclude from the greater efficiency of func- 
tioning on psychologic tests that Phyllis experienced 
some shift in dynamics even though she consciously 
struggled to deny any change. 

At the end of the school year, arrangements were 
made for her to return to her family. At this time she 
became anxious at the prospect of leaving this treat- 
ment situation and accomplished an abrupt revision 
of attitude, expressing much appreciation of the thera- 
peutic efforts and attempting constructive cooperation. 

Case 3. The third patient illustrates reluctant utili- 
zation of adequate performance. 

Frank, age 12, had acute poliomyelitis 33 months 
prior to our observations. Respiratory assistance was 
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initiated during the acute illness and continued for 
two months. Tracheostomy was performed soon after 
diagnosis and retained for four months. Complete 
failure of swallow persisted, and nutrition was main- 
tained by nasal-oral catheter for six months and, there- 
after, by gastrostomy. Seven months after acute ill- 
ness, Frank’s parents suspected that he had partial 
return of swallow by reason of diminution of expec- 
torated oral-pharyngeal secretion. 

On initial examination, Frank was found to be in 
good general health and nutritional state. There were 
residual focal motor disabilities in the area of the 
mouth and pharynx, and the basic motions of the 
pharynx in swallow efforts were in an unusual pattern 
of principally anteriorward rather than upward dis- 
placement, but the total performance of swallow on 
roentgen observation was accomplished adequately 
(Figure 4). In contrast, he made conspicuous efforts 
to swallow small quantities of water, then consistently 
expectorated a part of that taken. 

Frank was a superficially affable, courteous and co- 
operative boy, endowed with superior intellectual ca- 
pacity. He was evasive in conversation regarding his 
pharynx disability. His self-restriction was strikingly 
indicated by his figure drawing during psychologic 
testing. He drew a person with a collar about his neck 
and a chain leading to a stake-in the wall. The drawing 
seemed to be an over-protesting of a needed handicap. 

Rehabilitation efforts included speech therapy and 
physical therapy to correct his slight motor dis- 
abilities in the bulbar and cervical areas. Psychologic 
counseling was provided for the boy and his parents. 

His initial blandness and avoidance of interpersonal 
relations with the medical team were replaced within 
two weeks by aggression and resistance. He would 
grasp the therapist’s hands or tightly close his mouth 
to thwart their efforts. He would also attempt to 
delay procedures by endless questioning. 

In counseling sessions, Frank attempted to direct the 
therapy, and requested more time be spent with 
psychologic tests. He attempted to evade the thera- 
pist’s efforts by reading comic books. He particularly 
did not wish to talk to the therapist about himself. 
His unwillingness to try to swallow was discussed 
specifically with him. When thus challenged, Frank 
would smile in a sly, knowing manner and then protest 
a complete lack of understanding of the matter. 

Frank’s parents were progressively acquainted with 
the probability that their son was intentionally utilizing 
his apparent disability to his advantage. They pro- 
gressed gradually to verbal understanding of this, 
but continued to express anxiety about medical aspects 
of this situation, such as the threat of choking, and the 
problem of the gastrostomy. They came reluctantly 
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to recognition of the general significance of the ‘unc. 
tional aspects of this circumstance. 

When an effective working relationship was cstab- 
lished with this family group, there occurred a gradual 
change from effortful swallow of liquids to a compara. 
tively easy and competent swallow of a variety of table 
foods. As he progressed to a table diet, Frank chewed 
his food longer than normal and gagged occasionally 
during swallowing. He continued to avoid conversation 
concerning food, swallow or the oral area in general, 
until his adequacy of performance was obvious. He then 
seemed to take genuine delight in the attention he re- 
ceived for his achievement. 

After four months of this association, Frank was in- 
formed that his gastrostomy tube was to be closed, and 
the end of the tube was then taped shut, despite his half- 
hearted protests. A few days later, he spontaneously 
told his therapist to remove the gastrostomy tube, and 
this was done. He thereafter maintained an adequate 
oral intake but still was unable comfortably to discuss 
his disability of swallow with his parents or with his ther- 
apists. The parents, though apprehensive, expressed 
much satisfaction with relief of this clinical problem. 
It was clear, however, as the family left for home, that 
the parent-child adjustments were still incomplete. 
Parents indirectly gave indication of dissatisfaction 
with the resolving of their son’s swallow disability. 


Poliomyelitic impairments of the pharynx are found 
to be highly varied in immediate patterns of motor dis- 
ability and in the degree of retained handicap. This 
anatomic variety is compounded by the different pat- 
terns of psychologic reactions of the patient and the 
patient’s family to the disability. 


RESPONSE OF THE PATIENT 


The three patients described exemplify the variety 
of responses to severe and prolonged dysphagia. Bill 
approached this as one of a group of disabilities to 
be progressively conquered, so that he might proceed 
with his ambitions. In contrast, Frank probably hada 
usable motor mechanism of swallow for months before 
entering this study, but continued to deny this func- 
tion. Phyllis had extensive impairment of the bulbar 
area, with roentgen-demonstrable obstruction at the 
pharyngo-esophageal isthmus. She effectively negated 
efforts of counseling and prolongedly obstructed other 
therapeutic efforts. 

The reaction of these individual patients to their 
pharynx disability was not unique to this circumstance 
but, rather, their attitudes and reponses were clearly 
parallel to events preceding their acute poliomyelitic 
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illness. Thus, Frank had been bargaining with his 
parents since infancy, characteristically exchanging 
desired performance for demonstrated reward, and uti- 
lizing his cooperation and compliance with the family 
for achieving worthwhile profits. Phyllis had long 
been passively dependent, with a conspicuous defi- 
ciency of initiative. She readily extended this attitude 
to association with medical personnel, and she waited 
patiently to have her swallowing problem corrected. 
Her well-schooled and thorough defense of subjective 
concerns came into play when it became necessary to 
explain her resistive, obstructive and uncooperative 
conduct in relation to her several therapists. An intense 
social dissatisfaction was then uncovered. In contrast, 
Bill’s early attitude of living was in constructive paral- 
lel to his more recent attitude toward his disability. 

The event of acute poliomyelitis was of maximal im- 
pact upon these patients. In each the performances of 
respiration and swallow were abruptly lost. Their ap- 
prehension was enhanced by disability of speech, so 
that communication with attending personnel was 
disrupted. 

An important aspect of the acute poliomyelitic 
illness was the degree and manner of the patients’ 
dependence. Not only were they dependent upon arti- 
ficial respiration but, as a result of pharyngeal dis- 
ability, the recumbent patients continuously accumu- 
lated secretion in the paralyzed pharynx, and were 
dependent upon attendants for repeated aspiration, 
which is inevitably a distressing procedure. In a sense, 
their oral, nasal and pharyngeal areas became an area 
of their indiscriminate association with a variety of 
hospital personnel, with many of whom there was little 
other personal contact. 

It is not surprising that some patients developed 
unusual attitudes toward the bulbar area and its func- 
tion, Phyllis and Frank reacted with similar attitudes, 
though their physiologic circumstances were different. 
Despite their intentional obscurity in speaking of swal- 
low function, it was clear that this disability had be- 
come their principal concern. Yet each consciously or 
unconsciously hindered effort of rehabilitation aimed at 
this area. This hindering was probably in pattern of 
eatlier resistance to pharynx respiration and related 
procedures, such as dilatation of the pharyngo-esopha- 
geal segment. But their hindrance to therapy was also 
clearly an effort of conservation of their general dis- 
ability circumstance. 

The exceptional orientation of Phyllis and Frank to 
their oral-pharyngeal areas was indicated also by their 
conspicuous expectoration of oral and pharyngeal 
secretions. The manner of this was revealing. Phyllis 
employed a sputum cup which she left in a place 
where it might disturb her foster parents. She also 
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required a younger child to carry it about for her in a 
servile manner. Frank preferred to use one of his par- 
ent’s linen handkerchiefs. Expectoration of secretions 
was necessary, but the methods employed were clearly 
calculated to announce their disability to strangers 
and as a reminder to their daily associates. Their 
performance in this regard is reminiscent of the “hyper- 
saliyation” studied by Szasz, who considered this a 
symptom of maladjustment and a type of regressive 
behavior. 

The problems of relation of these individual 
patients to their disabilities were integrally related 
to the problems that characterized their family con- 
stellations. The circumstances of acute poliomyelitic 
illness, and the subsequent alarms of intermittent 
exacerbations of disability and.other medical com- 
plications, such as pneumonia, all served to focus 
the concern of the families of these patients upon their 
failure of adequate pharynx performance. The parents 
initially approached this pharynx rehabilitation effort 
with an all-or-none simplified question about swallow 
performance, analogous to the life-or-death alternative 
with which they were preoccupied during their child’s 


acute poliomyelitic illness. 


During the rehabilitation efforts with Phyllis and 
Frank, it became necessary to deal particularly and 
separately with the parents apropos of their anxieties, 
for in each family there had developed an excessive 
simplicity of objective—of accomplishing swallow—in 
a disability situation which was actually complex. It 
was necessary to orient these families to a more general 
rehabilitation program designed to accomplish social 
adequacy and restitution for their children. This 
broadening of insight. was accomplished in Frank’s 
parents, in coincidence with his demonstration of ade- 
quate swallow. This broader view of Phyllis’ dis- 
ability was accomplished very late and incompletely 
in our counseling efforts. 


Rote or PERSONNEL 


There is likewise a tendency of physicians and other 
medical personnel to focus disproportionate attention 
upon the particular disability of swallow in these 
patients. This attitude is derived appropriately from 
awareness of the importance of swallow for defense of 
the respiratory tract against obstruction, as well as 
for purposes of alimentation. The extent is also ap- 
propriately reciprocal to our insufficient general knowl- 
edge of the basic processes by which swallow is 
accomplished, so that the familiar combination of 
anxiety and empiricism is appropriately invoked. In 
some instances, individual therapists or rehabilitation 
groups may compete to accomplish initial successful 
swallow in these patients, as if it were to be achieved 
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by their individual efforts. Unfortunately, there is an 
early and continued medical impression that the pa- 
tient surviving bulbar poliomyelitis will most probably 
recover normal motor function in the bulbar area. 
Subsequently, patients with residual disability have 
been reported. The medical team is prone to anticipate 
the recovery of swallow in their encouragement of this 
performance. But the alternative methods of nutrition, 
as by intravenous fluids or nasal-pharyngeal catheter, 
serve to emphasize the disability. The procedure of 
gastrostomy, performed in these three patients, implies 
poor prognosis for recovery of swallow. And, of course, 
the gastrostomy itself also reminds the patient con- 
tinually of this disability. 

It is essential that the physician guiding the re- 
habilitation of the seyerely dysphagic patient proceed 
with trials of swallow cautiously and with sufficient 
ancillary information from direct and roentgenographic 
examination of the pharynx-larynx area. Successive 
trials of swallow may be the occasions of repetition 
of hypoxic and choking episodes which recall the 
alarms of the acute poliomyelitic illness. 

In the circumstance of continued disability of the 
pharynx area, relations between the physician and the 
client group of the patient and his family may become 
strained. The excessively specific concerns of the client 
group often cannot be answered satisfactorily. Pro- 
fessional consultations prove disappointing, both to 
the client group and to the medical team. 

In the face of this preoccupation with disability of 
swallow, it is the more essential that the perspectives 
of the medical group and the clientele be broadened. 
It has proved particularly strategic to introduce in- 
tensive speech therapy in this situation. The speech 
disabilities of these patients deserved particular reme- 
dial therapy. And, in fortunate coincidence, the motor 
performances of speech apparently duplicate those of a 
portion of swallow, so that speech exertion may be 
expected to facilitate the swallow action. But a further 
profit was the introduction of a less dramatic and more 
casual therapy of a less urgent situation. Accordingly, 
the speech therapist specifically avoided the matter 
of swallow performance. 

The introduction of professional sponsorship of ad- 


justment was commonly disconcerting to the client 


group. Expansion of their perspective and insight to 
the more general aspects of the rehabilitation program 
was initially considered inappropriate, and was at 
times frankly resisted. 


It should be recognized by the medical and <\ient 
groups that infrequently the achievement of adecuate 
swallow occurs late in convalescence from polio- 
myelitis, and in some patients this does not occur at 
all. In the patients in whom this recovery is long 
delayed, it is particularly important to accept a pro- 
gram of rehabilitation measures aimed at facilitating 
recovery of pharynx function, but not guaranteed to 
remedy a severe dysphagia. When this long period of 
rehabilitation is in prospect, it is often advantayeous 
to shift the patient from the environment in which 
he and his parents had experienced such enormous 
anxieties and into a more appropriate convalescent 
circumstance. 

It should be frankly admitted by rehabilitation per- 
sonnel that recovery of function in the pharynx area 
and medical measures facilitating this function are as 
yet but poorly understood. It is apparent that enforced 
efforts of swallow are not therapeutically effective in 
this situation and, incident to experiences of aspira- 
tion of the test bolus, patients soon learn to evade this 
attempted enforcement of therapy. Nor is dilatation 
of the area of the pharyngo-esophageal segment con- 
sistently effective. 

The majority of these patients who have a notable 
dysphagia more than three months after acute polio- 
myelitis will continue to have significant disability in 
their pattern. Dining is commonly laborious, and 
meals may be interrupted for rest, as a partially dis- 
abled musculature involved in eating and swallowing 
is particularly liable to fatigue. These patients com- 
monly adopt habits of solitary eating. The satisfactory 
adjustment of the patient to this long-continued partial 
dysphagia should be the aim of the therapeutic team, 
the potential contribution of which does not cease with 
discharge of the patient from inpatient rehabilitation 
facility. 


The authors of this article were aided in their research by a grant 
from the National Foundation for Infantile Paralysis. 


The authors wish also to acknowledge the assistance of Mr. 
Melvin A. Nielson and of Dr. Wallace A. Goates in the speech 
evaluation of the patient, Bill; and also the help of Dr. Eugene 
L. Bliss, who has constructively advised in the preparation of this 
report. The names of the patients used as illustration are, of courst, 
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Parasternal Hernia 


sOL KATZ, M.D. 
Associate Editor, GP 


PARASTERNAL DIAPHRAGMATIC HERNIA is also called her- 
niation through the foramen of Morgagni. Normally, 
there is a potentially weak area (foramen of Morgagni 
or Larry’s space) between the sternal and costal attach- 
ments of the diaphragm. The spaces are triangular and 
bilateral, bounded anteriorly by the xiphoid process, 
medially by the sternal slip of the diaphragm and 
laterally by the costal portion of the diaphragm where 
it is attached to the seventh costal cartilage. These 
spaces are covered by pleura, peritoneum, pericardium, 
areolar tissue and connective tissue. Herniation occurs 
more commonly through the right foramen of Mor- 
gagni because the left space is more adequately rein- 
forced by pericardial attachments. 

Parasternal herniation is usually small, containing 
most often properitoneal fat and omentum. Larger 
hernias contain transverse colon and rarely ascending 
colon, cecum, appendix and terminal ileum. 

Roentgenographically, these hernias produce an 
opacification in the anterior cardiophrenic angle espe- 
cially on the right side. When the hernia contains 
properitoneal fat, omentum or fluid-filled intestine, the 
density is rather homogeneous, having a sharp, curved 
superior margin clearly delineated from the lung, 
while the medial portion blends with the right cardiac 
shadow, and the inferior margin merges with the dia- 
phragm and liver. On lateral view, the mass is found 
at the extreme anterior-inferior portion of the thoracic 
cage. When the hernia contains gas-filled portions of 
bowel, the sac is nicely outlined by radiolucent areas 
and often haustral markings are readily identified. 
Fluid plus gas in the bowel appears as air-fluid levels 
in the hernial sac. 

Barium enema studies are often revealing. When 
only omentum is present, the transverse colon and 
tight colon are often displaced upward and medi- 
ally. Bowel in the hernial sac appears as an inverted 
U-shaped structure lying above the diaphragm. Diag- 
nostic pneumoperitoneum may permit the entrance of 
air into the hernial sac. 


Figure 2. Large herniation through the foramen of Morgagni 
showin: part of the transverse colon. The hernial sac also contained 
omentum and small bowel. 
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Figure 1. X-ray of the chest showing a homogeneous density in the 
right cardiophrenic angle due to herniation of omentum through 
the foramen of Morgagni. 
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Management of Nodular Goiter 


LOBULES VS. NODULES 


The normal lobulations 
of the thyroid 

may simulate nodules 
especially |! 
and antithyroid 
drug-treated 
exophthalmic 
goiter, 
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Nodular Goiter: Diagnosis and Treatment with Radioactive lodine 


WILLIAM H. BEIERWALTES, M.D. 


Each year, members of a different 
well-known medial faculty prepare arcticles 
for this regular GP department. 

This is the second of twelve 
from the University of Michigan. 


Practical Therapeutics 


Department of Internal Medicine and the Clinical Radioisotope Unit 


University Hospital 
Ann Arbor, Michigan 


What Is a Nodular Goiter? 


LOBULATION OF THE THYROID GLAND 


PATIENTS WITHOUT HYPERTHYROIDISM occasionally un- 
dergo subtotal thyroidectomy, and the pathologist can 
find no abnormality of the tissue removed. The sub- 
total thyroidectomy here is done to remove nonexistent 
nodules. The lumps that the physician palpated before 
operation probably were normal lobulations on the 
surface of the thyroid gland. These lobulations are in- 
creased in exophthalmic (nonnodular, toxic) goiter or 
Grave’s Disease. When iodine or an antithyroid drug 
is administered to such patients, the iobulations fre- 
quently not only increase in degree, but also become 
hard. 

The clinician may, in such an instance, make a 
mistaken diagnosis of toxic nodular goiter. 


Evotution or Noputar Gorrer 


A nodular goiter usually arises in a characteristic 
fashion exemplified by the ‘Cycle of Marine” as shown 
in Figure 1. 

Marine showed that when the iodine concentration 
of thyroid gland fell below a certain level, for any 
reason, hypertrophy, hyperplasia and increased vas- 
cularity ensued. The causes of the decreased iodine 
concentration in the thyroid gland may be listed under 
three headings: increased iodine requirements as in 
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puberty and pregnancy, deranged intrathyroidal me- 
tabolism of iodine as in the ingestion of positive goitro- 
gens in milk or food, and a decreased iodine intake, as 
apparently occurs in a “‘goiter district.” 

Why does this decrease in thyroid gland iodine con- 
centration result in the morphologic changes of hyper- 
trophy, hyperplasia and increased vascularity? These 
morphologic changes result presumably because the 
iodine-deficient thyroid gland is unable to continue 
the usual supply of normally iodinated thyroid hor- 
mone to the blood stream. The blood concentration of 
thyroid hormone, PBI, decreases as a result. This de- 
crease in supply ofjthyroid hormone to extrathyroidal 
tissue stimulates the pituitary gland to secrete in- 
creased quantities of thyroid-stimulating hormone 
(TSH). The increased TSH then stimulates the thy- 
roid gland to compensatory hypertrophy and hyper- 
plasia. 

It should be stressed that this adjustment between 
the pituitary and thyroid (pituitary-thyroid axis) is so 
sensitive that clinical hypothyroidism is not recogniz- 
able as the serum PBI falls, and clinical hyperthyroid- 
ism is not recognizable when the thyroid gland is 
stimulated to make compensatory changes as a result 
of this thyroid hormone deficiency. These compen- 
satory changes are recognizable to the clinician as a 
diffusely enlarged soft thyroid gland, or simple goiter. 

When the iodine concentration of the thyroid gland 
returns to normal levels and adequate supplies of 
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thyroid hormone are produced, the excess secretion of 
TSH by the pituitary is checked and the goiter in- 
volutes, or tends to revert to a normal-sized thyroid 
gland with normal histology and function. This simple 
goiter is the most common type of goiter seen in pu- 
berty and in pregnancy. ‘Colloid goiter” is probably a 
simple goiter that has gone too far to involute back to 
normal, The resultant subinvolution results in larger 
than normal follicles with flatter than normal epithelium 
with a lower than normal concentration of iodine in the 
colloid. 

When this cycle of Marine is repeated (decreased 
iodine concentration in the thyroid gland, increased 
TSH stimulation of the thyroid gland with resultant 
compensatory production of simple or colloid goiter, 
then involution or subinvolution) some areas of 
thyroid involute, and some areas may appear different 
from other areas in that they present localized groups 
of abnormally large ‘‘colloid” follicles. Taylor has 
found that frequently TSH effect results in a localized 
area of hyperplasia with hyperfunction that can be 
demonstrated by autoradiography as an increased con- 
centration of I, The area of localized hyperplasia 


ANTERIOR PITUITARY 


NORMAL FOLLICLE 


Cycle of Marine 


may develop local necrosis, then hemorrhage, and ‘hen 
calcification, fibrosis or other retrogressive cha: es, 
Another area of hyperplasia occurs and the proc: ss is 
repeated. This is the present concept of nodule fi: ma- 
tion in the thyroid gland. Any of these lociiized 
changes just described are usually referred (» as 
nodules. 

None of the so-called nodules may occur close 
enough to the surface of the thyroid gland, or be large 
enough, to present as lumps that the clinician can see 
or feel. As a result, up to 40 per cent of women past the 
age of 40 years who come to autopsy for any reason are 
said to have “nodules” in their thyroid glands even 
though the great majority have no goiter or significant 
lumps that can be seen or felt on the surface of the 


thyroid gland. 


ADENOMAS 


When the localized collection of different follicles 
becomes surrounded by a fibrous connective tissue 
capsule, and shows evidence of compression of sur- 
rounding thyroid tissue as though by a new growth 
(neoplasm), it is called a true adenoma. Such adenomas 
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also are found at autopsy in thyroid glands that the 
clinician has not found to be enlarged or lumpy. 

When the nodular thyroid gland is enlarged, it is 
called a nodular goiter, lobulated goiter or colloid 
adenomatous goiter. When the thyroid gland contain- 
ing true adenomas is enlarged, it is called a goiter with 
adenomas. 


The Significance of Palpable Thyroid Nodules 


The high incidence of nodules and adenomas in 
clinically normal thyroid glands, referred to before in 
this discussion, indicates that these changes in the 
thyroid gland are relatively normal. If the patient is 
found to have a goiter with one or more lumps that 
are more than normal lobulations, and particularly if 
they are visible and palpable on the surface of the thy- 
roid gland, then these lumps should be regarded as a 
pathologic finding. The most common thyroid disease 
today in the state of Michigan is the colloid adenoma- 
tous goiter. It should be removed shortly after it is first 
detected in order to avoid complications that commonly 
are proved to develop with this type of goiter. 


COMPLICATIONS OF NopULAR GOITER 


These complications may be listed as follows: 
1. Tracheal deviation or compression 
2. Substernal extension 
3. Thyrotoxicosis 
4, Carcinoma 

I. Tracheal Deviation or Compression. Figure 2 
demonstrates a common picture of tracheal deviation 
and compression that is early demonstrated by a 
postero-anterior chest roentgenogram. One study 
showed that tracheal compression is usually caused 
by nodules or adenomas greater than 15 ml. in volume. 
Tracheal deviation to the point of displacement of the 
lateral border of the trachea past the midline is usually 
caused by nodules or adenomas larger than 100 ml. 
in volume. It has further been shown that when these 
pathologic masses remain in situ for long intervals 
before surgical removal, the tracheal deviation or com- 
pression is seldom totally relieved. 

The most dangerous feature of tracheal compression 
is that it occurs and progresses as the patient ages. 
When he later develops arteriosclerotic or hyper- 
tensive heart disease, pulmonary emphysema, tracheitis 
or lung infection, he is most in need of a wide-open 
trachea. If one or more of these lung or heart com- 
plications develops acutely in the patient with tracheal 
compression, the risk of thyroidectomy now may be 
prohibitive. The clinician is then faced with a thera- 
peutic paradox that could have been prevented by 
surgical removal of the mass years before. 
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Figure 2. Chest film showing tracheal deviation and compression as 
a result of nodular goiter. 
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Figure 3. Scintigram obtained after administration of radioiodine. 
There is rather extensive thyroid enlargement, as indicated by the in- 
creased number of strokes made by the stilus over a large area of the 
neck. The extent of this goiter had not been appreciated on physical 
examination. The only abnormalities seen or felt in the thyroid 
region (lumps) are indicated by the circles drawn on the scintigram. 
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2. Substernal Extension. Although this complication 
of colloid adenomatous goiter most commonly develops 
after age 60 and therefore occurs less commonly than 
tracheal compression in the neck, it may be serious. If 
the substernal goiter compresses the trachea below the 
manubrium, it may be impossible to relieve resultant 
obstructive dyspnea by tracheostomy. Removal of this 
type of goiter from the chest is a more complicated pro- 
cedure than removal of a goiter from the neck. It may 
require split-sternum or thoracotomy approach. 

3. Thyrotoxicosis. Plummer first stressed that colloid 
adenomatous goiter commonly becomes thyrotoxic 
after an average period of 15 years. Again, this com- 
plication develops as the patient ages and is less 
able to stand an increased metabolic load on his 
cardiac and pulmonary apparatus. 

4. Carcinoma. This development in the colloid 
adenomatous goiter is perhaps the least common 
complication. It is reported to be found in 1 to 4 per 
cent of such goiters. The fact that a goiter has been 
present for years and has shown no change is no 
guarantee that the goiter is free of cancer. 


Radioiodine in the Diagnosis of Nodular Goiter 


Radioiodine is usually not necessary or helpful in 
making the clinical diagnosis of a nontoxic colloid 
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Figures 4a and 4b. PA and lateral chest films showing a tumor in the anterior-superior mediastinum, thought to be a lymphoblastoma, 


adenomatous goiter. Sometimes it is very helpful. If the 
main mass of the goiter is soft, it may blend in with 
neck tissues so that it cannot easily be seen or felt. The 
scintigram may detect unsuspected goiter as shown in 
Figure 3. Here the circles drawn on the scintiscan show 
the projection of the only abnormalities seen or felt in 
the thyroid region (lumps). The scintiscan demon- 
strated that a large goiter was present. 

The scintiscan is also helpful in outlining a sub- 
sternal goiter. Usually the examiner can suspect that 
a suLsternal goiter is present because he can feel 
thyroid tissue extending below the clavicle or manu- 
brium. The scintiscan may demonstrate a substernal 
goiter when the chest roentgenogram does not visualize 
the substernal extension. Figures 4a and b show the 
chest roentgenograms of a woman thought to have 
lymphoblastoma in the anterior-superior mediastinum. 
The scintiscan (Figure 4c) demonstrated that goiter was 
present in the neck and that a substernal extension was 
responsible for the mass visualized in the chest. It should 
be emphasized, however, that if the substernal goiter 
cannot be demonstrated by radioiodine uptake studies 
in the region of the intrathoracic mass, this does not 
rule out the presence of a substernal goiter. Extensive 
retrogressive changes in the substernal goiter may 
render this part of the goiter unable to concentrate 
radioiodine. 
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Figure 4c. The scintiscan demonstrated that the mediastinal tumor 
was a substernal extension of a goiter. 


Radioiodine is of little use in detecting borderline 
hyperthyroidism in a colloid adenomatous goiter. A 
basal metabolic rate below zero generally will rule out 
thyrotoxicosis. If the basal metabolic rate is above 
zero, the patient may have thyrotoxicosis. An elevated 
serum protein-bound iodine is probably the most 
helpful test to use to diagnose borderline hyper- 
thyroidism in a colloid adenomatous goiter. When this 
value is elevated, the I uptake is usually in the 
upper range of normal or definitely elevated. 


Treatment of Nodular Goiter with Desiccated Thyroid 


Desiccated thyroid may be given to the patient 
with nontoxic colloid adenomatous goiter in an attempt 
to make the goiter disappear through the mechanism 
of reducing the pituitary’s secretion of TSH, thus 
putting the thyroid gland at rest. An easy dosage 
schedule for the patient to follow is 1 grain (0.064 Gm.) 
of desiccated thyroid daily for one week, then 2 
grains daily for one week, then 3 grains daily and re- 
turn in two months for reinspection and palpation 
of the goiter. 

This regimen is almost uniformly successful in 
shrinking simple or colloid goiter of less than six 
months’ duration. It has rarely been successful in 
our hands in shrinking goiters of more than six 
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months’ duration. If a colloid adenomatous goiter is 
small and soft and especially when the lumps are, 
small and soft, a therapeutic trial of desiccated thyroid 
is certainly preferable to immediate surgical thy- 
roidectomy, particularly since the thyroidectomy here 
might succeed only in removing normal lobulations 
of a thyroid gland which is at upper limits of normal 
size. 

It should be emphasized that the majority of shrink- 
ing of the goiter should take place during the first 
month of 3 grains of thyroid a day. Therefore, if no 
shrinking occurs during this period of time, it is 
extremely unlikely that further thyroid administration 
will abolish the goiter. It is also probable that this 
goiter will never disappear spontaneously. 

Because the goiter will persist, and because com- 
plications of goiter develop as the patient ages and 
perhaps becomes less fit for surgery, thyroidectomy 
extensive enough to remove the majority of nodular 
masses should be carried out when the colloid adenom- 
atous goiter is first diagnosed or after a therapeutic 
trial of desiccated thyroid has proved to be of no 
value. Tracheal compression or deviation alone is 
usually sufficient indication for thyroidectomy in a 
patient with colloid adenomatous goiter. Surgical 
thyroidectomy is, of course, well accepted treatment 


for either toxic nodular goiter or cancer of thyroid 
gland. 


PosrsurGICAL THYROID ADMINISTRATION 


When the thyroidectomy is completed, desiccated 
thyroid should be continued in a dosage of 3 
grains a day, if possible, for at least two years to 
prevent recurrence of goiter. Taylor has emphasized 
that if desiccated thyroid is not given postoperatively, 
about 22 per cent of nodular goiters recur. 


The Solitary Nodule 


If a solitary lump becomes apparent to the examin- 
ing eye and finger in an otherwise normal thyroid 
gland, the chance of its containing cancer is relatively 
high, perhaps 15 to 35 per cent. The difficulty comes 
in knowing when the rest of the thyroid gland is 
normal. 

If the medical history discloses no family history 
of goiter and if there is no history of preceding goiter 
at the time of puberty or pregnancy, then the likeli- 
hood that this nodule has appeared in an otherwise 
normal thyroid gland is increased, and as a result the 
chances that the lump is cancer are increased. If 
goiter was noted previously, then it is extremely 
probable that the “solitary nodule,” in this instance, 
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Figure 5. Scintigram of a patient who had a _ nodule” in the 
thyroid area. The wide and uneven distribution of radioiodine, as 
represented in the scintigram, suggests that the lump has arisen in a 
colloid adenomatous gland. 


Figure 6. Scintigram of a thyroid gland that contained a nodule. 
The increased density of markings in the area of the nodule indicates 
its avidity for radioiodine—a “hot” nodule. 


is merely the first clinically apparent lump in a colloid 
adenomatous gland. The chances of the lump harbor- 
ing carcinoma are now less than in the former instance. 

The scintiscan procedure may help here. If the 
scintiscan shows increased thyroid area and uneven 
uptake, then the lump has probably arisen in a colloid 
adenomatous gland. Figure 5 is a photograph of a 
scintiscan that demonstrates these findings. 

If the scintiscan shows that the nodule is radio- 
actively “hot,” that is, concentrates radioiodine to a 
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greater degree than the remainder of the tlivroid 
gland, then the lump is probably caused by a loc: lized 
area of hyperplasia. If hemorrhage into a nodule js 
the cause of sudden swelling of the nodule so that it 
becomes clinically apparent, the lump appears in a 
few hours and is tender for one or two days. The 
tenderness then disappears and the lump may shrink 
a little spontaneously as blood is reabsorbed. If the 
lump is caused by thyroiditis, it may appear overnight 
or over a period of weeks. It is usually accompanied 
by the sensation of a “sore throat,”’ headaches, after- 
noon fever, night sweats, malaise and tenderness 
over the nodule. If enough of the thyroid gland is 
involved by the inflammation, the 24-hour I'*' uptake 
is subnormal and the serum protein-bound iodine 
rises to supernormal levels. If there is doubt, all 
symptoms and signs of thyroiditis disappear during 
the first three days of a therapeutic trial of oral corti- 
sone, 300 mg. the first day, then 200 mg. each of the 
next two days. When the diagnosis is confirmed by this 
therapeutic trial of cortisone, the dosage of cortisone 
is decreased gradually and progressively until it is 
discontinued after about three to four months. 

Hashimoto’s struma may also cause a “cold” 
solitary nodule in the thyroid gland. Recently Paine 
and Roitt have shown that this disorder and thy- 
roiditis may be associated with the finding of positive 
titers by precipitin, complement fixation and tanned 
red blood cell hemagglutination tests for human 
thyroid antibodies. Cortisone has also been used to 
treat Hashimoto’s struma. Perhaps cortisone shrinks 
thyroid lumps produced by these two diseases because . 
it blocks the union of thyroid and thyroid antibody. 
At any rate, if the lumpy goiter or solitary nodule 
feels like a small bag of buckshot and if the lower border 
has a sharp scalloped character on palpation, the pa- 
tient’s sera should be tested for thyroid antibodies. If _ 
antibodies are demonstrated in sera, perhaps surgery is 
not necessary. The lump may shrink on desiccated 
thyroid administration. We have produced no signifi- 
cant shrinking of the great majority of Hashimoto’s type 
goiters. It should also be remembered that carcinoma of 
the thyroid gland, especially the papillary type, may 
coexist with Hashimoto’s struma. 

Figure 6 shows the scintigram of a thyroid gland 
that contained a hot nodule. This nodule did not 
disappear on desiccated thyroid administration and 
proved to contain a localized area of hyperplasia. If 
a lump of hyperplasia is caused by TSH stimulation, 
desiccated thyroid administration may shrink the 
lump. We have generally had disappointing results 
with this treatment; however, if the lump is “cold,” 
that is, concentrates radioiodine less avidly than the 
remainder of the thyroid gland, then it may have been 
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produced by carcinoma, hemorrhage into an adenoma, 
thyroiditis, Hashimoto’s struma or other changes. 
Figure 7 shows the scintigram of a thyroid gland with 
acold nodule. This proved to contain a papilliferous 
cystadenocarcinoma. 

We ordinarily make no attempt to shrink a “cold” 
lump with desiccated thyroid because this form of 
treatment. in our hands, has been so disappointing. 


SurcicAL REMOVAL OF Sourrary NODULES 


We suggest that the solitary nodule be removed 
surgically after the previously stated considerations 
are observed. The nodule, together with a rim of 
*normal’’ adjacent thyroid tissue, plus one or more 
lymph nodes from each jugular chain are removed and 
sent to the pathologist for frozen section examination. 
Ifcarcinoma is found in the nodule only, then a “total” 
intracapsular thyroidectomy is performed. If. car- 
cinoma is also found in one or more lymph nodes from 
the adjacent jugular chain, then a modified radical 
neck dissection is also carried out on that side at the 
same operation. If lymph nodes from both chains are 
found to be positive, then the second modified radical 
neck dissection is carried out after a month or two 
while the patient is taking desiccated thyroid medica- 
tion. 


Recurrent Nodular Goiter 


If a patient has had a previous thyroidectomy and 
then develops recurrence of a goiter, the regrowth is 
usually nodular to inspection and palpation. The first 
step in diagnosis and management of this goiter is to 
find out what type of goiter was originally subjected to 
thyroidectomy. The only way to be sure of the original 
diagnosis is to have your pathologist review the 
pathology slides of this original material. If this review 
proves that the original growth was carcinoma, then 
thepatient should be treated by total surgical thyroidec- 
tomy if the 24-hour I'*! uptake is greater than 20 per 
cent of the administered dose. If the original thyroid- 
ectomy was for exophthalmic (nonnodular toxic) 
goiter, then the recurrent goiter is usually toxic. It 
should be emphasized that even here the nodules may 
be several centimeters in size, multiple and hard. 

A scintiscan of such a goiter will show that I is 
concentrated only in the region of these nodules of 
recurrent functional hyperplasia. When this patient is 
made euthyroid by the administration of radioactive 
iodine, his nodules will usually have shrunk markedly 
or disappeared. Figure 8 shows concentration of I'*! in 
a solitary 3-cm.-sized rock-hard nodule. This patient 
had recurrent exophthalmic goiter. The patientbecame 
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euthyroid after one treatment dose of radioiodine, and 
the nodule disappeared to inspection. 

If the original pathology was that of an adenoma with 
atypical hyperplasia, recurrence should be treated as 
carcinoma. We are much less ready to perform a second 
thyroidectomy on a patient, however, because here 
there is increased incidence of complications of para- 
thyroid tetany and laryngeal nerve paralysis. 


Toxic Nodular Goiter 


The diagnosis of low-grade toxicity in nodular goiter 
has been discussed. Radioiodine is not used to treat 
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Figure 7. Scintigram of a cautahal with a nodule in the right 
lobe. It is a nonfunctioning or “cold” nodule, as indicated by the 
reduced number of markings in the scintigram at the area of the 
nodule. 


Figure 8. Scintigram in a patient who had undergone surgical thy- 
roidectomy some time ago. At the time of the scintigram, the patient 
had a 3-centimeter sized, hard nodule in the thyroid. The high con- 
centration of I™ in the nodule is indicative of recurrent exophthal- 
mic goiter. The patient became euthyroid after one treatment dose of 
radioiodine, and the nodule disappeared. 
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toxic nodular goiter unless the patient refuses opera- 
tion, the surgeon refuses the patient because he is a 
poor risk or it takes more than six months to make the 
patient euthyroid in preparation for surgical thyroid- 
ectomy. 

In the event of any one of these contraindications 
for surgical thyroidectomy, the patient may be treated 
with radioiodine until he is euthyroid. He may then be 
re-evaluated for surgery. If operation is now carried 
out, the gland will be smaller and less vascular, and 
there will be no irradiation perithyroid fibrosis similar 
to that seen following conventional x-ray therapy be- 
cause 85 per cent of radiation from I* is beta in type. 
This radiation travels only a few millimeters in tissue. 

The physician who refers such a patient to a clinical 
radioisotope unit for treatment should remember to 
stop iodides, antithyroid drugs or desiccated thyroid 
at least a week before I'*! treatment. No iodides should 
be given to the patient until he is euthyroid because 
iodides will block the recirculation of I'*' through the 
thyroid gland. 


Treatment of Carcinomatous Goiter After Surgery 


The surgical treatment of nodular goiter has been 
outlined. If carcinoma is found in the thyroid gland, a 
total intracapsular thyroidectomy should be performed. 
Removal of the thyroid gland usually prevents death 
from invasion of trachea, esophagus and tributaries of 
the superior vena cava. Total thyroidectomy removes 
the thyroid iodine trap so that an I" tracer or treat- 
ment dose can be concentrated by metastases. Total 


’ thyroidectomy prevents thyroid hormone from thyroid 


gland from depressing pituitary TSH output. The 
pituitary now may stimulate metastases to concentrate 
Radioiodine is now indicated if good uptake is 
demonstrated in thyroid remnant or in metastases. If 
the remnant of thyroid gland is demonstrated by tracer 
dose after an attempted total thyroidectomy was car- 
ried out for carcinoma, the job that the surgeon tried 
to accomplish, i.e., total surgical thyroidectomy, 
should be finished with I'*". 

Conventional x-ray therapy is then indicated if 
metastases do not concentrate I or if inoperable 
carcinoma is present. A scintiscan should always be 
performed to find out where all possible functioning 
metastases are located before x-ray therapy is carried 
out. If a scintiscan is not performed, a full course of 
x-ray therapy may be mistakenly given to the neck 
while the patient, unknown to the x-ray therapist, has 
both lungs full of metastases that are capable of con- 
centrating I'*' in therapeutically significant quantities 
in spite of a negative chest x-ray. 
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1'*" Treatment of Thyroid Carcinoma 


Four methods are commonly used today to cecide 
whether or not the patient who has had a “total” 
surgical thyroidectomy for carcinoma of the tliyroid 
gland has residual functioning thyroid carcinonia and 
will therefore benefit from I'*' treatment. 


1. PATHOLOGY 


If colloid is found relatively uniformly in the 
histologic sections of carcinoma, this finding indicates 
that thyroid hormone is stored in the carcinoma. If 
the carcinoma stores thyroid hormone, it will usually 
concentrate one of the raw materials used in the 
formation of that hormone, i.e., iodine. It should be 
stressed that colloid is not only found in follicular 
carcinomas of the thyroid in follicles but also in some 


papillary carcinomas in atypical follicle formations. 


All the histologic sections of even some undif- 
ferentiated carcinomas should be examined, however, 
since even a generous biopsy specimen may be read 
as “medullary carcinoma” while other areas may show 
a more representative colloid-producing follicular or 
papillary pattern. It is of interest that the more well- 
differentiated colloid-producing carcinomas are com- 
monly seen in young individuals. More undifferentiated 
carcinomas are more commonly seen in individuals 
past the age of 50 years. 


2. Tests oF THYROID FUNCTION 


If all the thyroid gland has been removed surgically 
and the patient remains clinically euthyroid with a 
normal basal metabolic rate, serum cholesterol and 
serum PBI, he obviously has functioning carcinoma 
of the thyroid somewhere in his body. This thyroid 
tissue must be secreting quantities of thyroid hormone 
adequate to keep the patient free of myxedema. 

We recently found unequivocal concentration of 
I throughout the lungs of a physician who had no 
functioning thyroid tissue in his neck and a negative 
chest x-ray. The patient, however, was clinically 
euthyroid. Radioiodine treatment resulted in a disap- 
pearance of I" concentration in his lungs and the 
development of classical myxedema. 


3. ROENTGENOGRAMS 


Chest and bone roentgenograms may disclose 
metastatic thyroid carcinoma after total thyroidectomy. 
In our experience, x-ray visible metastases most com- 
monly occur in lungs and next most commonly in 
bones. Routine bone surveys have proved unprofitable 
in our hands because the patient has had localized 
bone pain by the time the bone lesion could be recog: 
nized by roentgenograms. 
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4, SCINTISCANNING AND LOCALIZATION COUNTING 


The direct visualization of I concentration by 
thyroid tissue outside the usual area of thyroid gland 
is the most direct method of demonstrating that the 
patient has functioning carcinoma of thyroid tissue 
that may respond to I treatment after the thyroid 
gland has been removed surgically. 


SUMMARY 


Normal thyroid gland lobulation may be confused 
with true thyroid nodules. Colloid adenomatous goiter 
is the most common disease of the thyroid gland that 
we see today. Proper diagnosis and treatment of 
nodular goiter is based upon a thorough understanding 
of the “Cycle of Marine.” 

When one or more sizeable lumps can be seen or 
felt on the surface of the thyroid gland, disease is 
present. 

Usually such nodular goiters should be removed 
surgically to prevent the complications of tracheal de- 
viation or compression, substernal extension, thyro- 
toxicosis and carcinoma from occurring later in life 
when the patient is almost sure to be a poorer opera- 
tive risk. 


Radioiodine is a helpful adjuvant in the diagnosis 
and management of colloid adenomatous goiter, sub- 
sternal goiter and goiters associated with “solitary” 
nodules. Desiccated thyroid occasionally may shrink a 
recent simple or colloid goiter or a goiter caused by 


' Hashimoto’s struma. It may help to prevent recur- 


rence of colloid adenomatous goiter when given 
postoperatively. 

An attempt should be made to remove surgically 
all proved thyroid carcinoma. Radioactive iodine is 
then indicated if uptake of I is demonstrated in 
thyroid remnant or in metastases distant from the 
thyroid gland. Conventional x-ray therapy is then 
indicated if metastases do not concentrate I'* or if 
inoperable carcinoma is present. 


Expense of this work was defrayed in part by grants from the 
Human Resources and Development Fund, Michigan Memorial 
Phoenix Project, and American Cancer Society Institutional 
Grant. 


Figures 4, 5, 6, 7 and 8 from“ Clinical Use of Radioisotopes,’’ W. 
H. Beterwaltes, P. C. Johnson and A. J. Solari, W. B. Saunders 
Company, Philadelphia, 1957. 


A coupon for ordering a libliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


The Vitamin 1% oun 1vestications into prescribing costs we occasionally meet the “vitamin fiend” whose 
prescribing is so lavish that it eventually brings him before his fellows on the Local Medical 

Complex Committee. But there are a great many practitioners of less extravagant habits whose pre- 
scribing costs are still found to be unduly high by reason of their disproportionate prescribing 


of these substances. 


In the rush and bustle of busy practice it is all too easy for the doctor to prescribe a vitamin 
preparation, often a “blunderbuss,” in the vain hope that it will hit the mark, cheer up the 
patient and save time necessary for a more exhaustive examination. 

In this country, at the present time, real vitamin deficiency is rare and we suggest that the 
time spent in a more careful review of the vague symptoms for which at first sight a vitamin 
prescription may seem apt will usually prove well worth while. 

Where a vitamin deficiency really does appear to exist and is causing disability, it will 
again be well worth while to make sure that the amount of the deficient vitamin prescribed 


is adequate. 


It should be noted that “‘blunderbuss”’ vitamin preparations rarely contain dosage of any 
one vitamin sufficient for the specific treatment of its deficiency. 

In a recent article Douthwaite concludes: 

‘Vitamins should be prescribed with the same care as that used for more dangerous sub- 
stances. Their comparative harmlessness is no excuse for wasteful and ineffective therapeu- 
tics which lead so readily to perpetuation of diagnostic error.” 


The Practitioner, July 1955, p. 24. 


Prescribers’ Notes. Vol. 1, No. 1, February, 1956, p. 2. 
Issued by the Department of Health for Scotland and the Ministry of Health. 
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Saddle Embolism of the Aorta 


CRANE REPORTS an experience with 14 patients in 
whom there was embolism to the bifurcation of the 
aorta. A number of these patients had other arterial 
emboli before, during or after aortic embolism. In a 
few instances, there was a warning embolism a few 
days before the release of the large aortic clot. From 
Crane’s report, a prototype case can be constructed 
as follows: 

The patient, a 50-year-old woman, was brought 
to the hospital by ambulance because she had sud- 
denly developed pain, coldness and complete loss 
of function of both lower extremities. She had been 
known to have rheumatic heart disease for many years. 
There was clear evidence of mitral stenosis and atrial 
fibrillation. The signs in the lower extremities indicated 
an almost complete absence of blood flow. The aorta 
was explored through a right paramedian laparotomy 
incision, The suspected embolus was removed from 
the aortic bifurcation without incident. The operation 
was completed, under continuous spinal anesthesia, 
within four hours from the time of onset of the pa- 
tient’s symptoms. The postoperative course was rela- 
tively uneventful, and since then, the patient has 
undergone mitral valve surgery. (New England J. 
Med., 258:359, 1958.) 


Seephagee! Reconstruction with Colon Segments 


NEVILLE AND CLOWES PRESENT their clinical and ex- 
perimental observations on the efficacy of using seg- 
ments of the colon within the thorax to restore eso- 
phageal continuity following resection in both benign 
and malignant disease. In order to replace the esoph- 
agus satisfactorily, the substitute should meet certain 
criteria. It should have sufficient length, be assured 
of continuing viability, and the lining should be 
resistant to acid peptic digestion. 
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Tips from Other Journals 


The colon appears to meet these requirements and 
in addition offers other distinct advantages. The 
colon has an excellent blood supply. Furthermore, 
the anatomic distribution of the marginal arteries is 
such that a segment of viable bowel suspended upon 
a pedicle of the middle colic artery and vein can be 
mobilized from the cecum to the descending colon. 
The large bowel is seemingly resistant to peptic ulcera- 
tion clinically even though reflux of barium into the 
colonic segment can be demonstrated fluoroscopically. 
No evidence of colitis could be seen on routine esopha- 
goscopy and post-mortem examination up to 20 months 
following implantation. 

To date, the authors have used this technique to 
reconstruct the esophagus in 23 patients who had 
carcinoma of the esophagus and five with benign 
lesions. There were seven deaths in the immediate 
postoperative period, all in patients with carcinoma 
above the level of the aortic arch. The remaining 
five patients with carcinoma above the aortic arch 
died from a progression of their disease or from a 
coronary occlusion. Of 11 patients with carcinoma 
of the esophagus below the aortic arch, 11 are alive, 
three to 36 months after surgery. The five patients 
with stricture of the esophagus are alive, four to 2! 
months after surgery. (J. Thoracic Surg., 35:2, 1958.) 


Lobectomy for Carcinoma of the Lung 


HOLLAND PRESENTS two proved cases and two probable § 

cases of recurrent squamous cell carcinoma of the 
bronchial stump in a series of 21 lobectomies for 
carcinoma of the lung. It is the author’s belief that 
the underlying pathology and the pulmonary functional 
status of the patient should determine the extent o 
resection rather than enthusiasm for a particular 
operative procedure or an expressed desire to prt 
serve normal lung tissue. The presence of persistent 
cough, hemoptysis and inanition are considered 
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evidence of bronchial stump recurrence until proved 
otherwise. The prognosis of a local recurrence is 
poor. Radiation therapy has been of little or no help, 
and further surgery is considered meddlesome. On the 
basis of the author’s experience, most squamous cell 
caremomas of the lung should be treated by pneu- 
monectomy. (J. Thoracic Surg., 35:274, 1958.) 


Combined Therapy for Carcinoma of the Lung | 


KRABBENHOFT AND LEUCUTIA ANALYZED the results of 
various methods of treatment of carcinoma of the 
lung exclusive of surgical procedures in 393 histolog- 
ically proved cases. A compilation of survival times 
indicated that when roentgen therapy alone was used, 
37.9 per cent of the cases so treated lived less than 
three months, 50 per cent lived less than one year, 
and 12.1 per cent lived more than one year. When 
nitrogen mustard was added to the therapeutic plan, 
the percentage of patients living less than three 
months was 29.2 per cent, whereas the percentage of 
those living less than 12 months was 58.4 per cent, 
and of those living more than one year was 12.4 per 
cent. It can thus be seen that about 8 per cent of the 
patients lived up to nine months longer when roentgen 
therapy and nitrogen mustard were used together. 

The authors’ technique in administering roentgen 
therapy with both 200 KV and 550 KV consists in 
the use of parallel opposing fields over the mediastinum 
and affected lung areas. The fields are kept as small 
as is consistent with adequate treatment in order to 
protect as much of the lung parenchyma as possible. 
Where the carcinoma is extensive and it becomes 


asa necessary complication. The nitrogen mustard is 
administered in doses of 0.1 mg. per kg. daily for 
four consecutive days. Usually a maximum dose of 
8 mg. is given per day. It is administered into the 
tubing of an intravenous saline infusion. (Am. J. 
Roentgenol, 79:491, 1958.) 


A Study of Excretory Urography 


Urz anp THOMPSON evaluated seven preparations for 
intravenous contrast urography—using each con- 
trast medium in 200 consecutive intravenous pyelo- 
graphic examinations. They found that Renografin, 
both 76 and 60 per cent, and Hypaque are superior 
contrast media in the production of pyelograms of 
good quality. Serious anaphylactoid reactions were 
rare with all media. There was one each for the follow- 
ing preparations: Neo-iopax, Urokon 50 per cent, 
Urokon with Benadryl. The incidence of all types of 
side reactions is shown in the diagram at the right 
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and seems to indicate that Renografin and Hypaque 
have an additional virtue. (Proc. Staff Meet., Mayo 
Clin., 33:75, 1958.) 


Reaction to Hair Spray 


BERGMANN and his associates report two cases of 
diffuse bilateral pulmonary infiltrates and hilar adenop- 
athy presumed to result from the inhalation of hair 
sprays. Both patients were young women and both 
had had previous radiographic examinations that were 
negative. Both patients were free of respiratory signs 
or symptoms, and in both, the radiographically visible 
lesions disappeared about three months after dis- 
continuation of the use of hair spray. 

In one patient, a scalene lymph node biopsy was 
performed. The lesion found in the lymph node, 
although superficially resembling sarcoidosis, was 
distinctly different from it on histologic grounds, and 
the findings of granular phagocytized material per- 
mitted a diagnosis of foreign-body granuloma. The 
exact nature of the particulate matter in the lesion 
was not determined. 

The authors present experimental evidence demon- 
strating that commercial hair spray is capable of 
producing the characteristic biologic reaction known 
to be associated with the parenteral introduction of 
natural and synthetic resins. These findings lend 
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incidence of side reactions 
with various pyelographic 
media. (Each medium was 
used in 200 consecutive cases.) 


Total patients with reactions 
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weight to their view that in all likelihood the lesion 
in the lymph nodes and lungs in the presented cases 
was due to the inhalation of macromolecular sub- 
stances contained in hair spray. (New England J. 
Med., 258:471, 1958.) 


Polymorpha Meningitis 


MIMA POLYMORPHA is a Gram-negative, pleomorphic 
organism that is often mistaken for other Gram- 
negative organisms, particularly Neisserieae. Olafsson 
and his associates report a case of Mima polymorpha 
meningitis originally thought to be an example of 
meningococcal meningitis. Special studies indicated 
that the organism was not a meningococcus, but rather 
Mima polymorpha. Fermentation reactions served to 
distinguish them from the genus Neisseria. 

Within recent years, the identification of Mimeae 
organisms and their differentiation from the Neis- 
serieae have been greatly facilitated by a precipitant 
technique. The test is simple, accurate and rapid, and 
within 14 to 18 hours after a suspected organism is 
pointed out, its identity is established. 

A review of the literature by the authors revealed 
eight cases in which members of the tribe Mimeae 
had caused serious and often fatal infections in man. 
All strains of M. polymorpha that were tested were 
found to be sensitive to oxytetracycline, three out of 
four to chloramphenicol, and two to chlortetracycline. 
(New England J. Med., 258:465, 1958.) 


Glucagon in Insulin Reactions 


Previous stupiEs have indicated that glucagon is 
capable of counteracting the hypoglycemic effect of 
insulin in normal man, in psychotic patients under- 
going insulin-coma therapy and in diabetic patients. 
Elrick, Witten and Arai used glucagon in the treat- 
ment of 41 induced and spontaneous insulin reactions 
in 18 diabetic patients. Their results showed that 
crystalline glucagon administered intramuscularly or 
subcutaneously in doses of 1 or 2 mg. is an effective 
agent for the relief of moderate or severe insulin 
reactions. In spontaneously occurring attacks, signs 
and symptoms of hypoglycemia were usually relieved 
in 5 to 20 minutes, and relapses did not occur. Equally 
good clinical responses were obtained under the more 
rigorous conditions of the induced insulin reactions. 

The authors believe that glucagon possesses certain 
advantages over glucose for the treatment of insulin 
reactions in the diabetic patient. Since it makes use 
of endogenous glucose, it is less likely to upset diabetic 
control in the patient with severe diabetes. The intra- 
muscular or subcutaneous injection of glucagon is 
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easier and more convenient than the intravenows ad- 
ministration of glucose in the unconscious or «nco- 
operative patient suffering from a severe insulin 
reaction. These considerations also suggest that 
glucagon might prove useful for the management of 
insulin reactions outside the hospital. Since it can 
be administered like insulin, mild or moderate aitacks 
could be treated by the patient himself without 
disturbing diabetic control. Severe attacks could be 
treated more promptly by the patient’s family, thereby 
avoiding the dangers entailed in the delay of obtaining 
the services of a physician. 

No harmful effects would result from the administra- 
tion of glucagon to patients with symptomatology 
mimicking hypoglycemia reactions. As a matter of 
fact, failure to respond to glucagon would suggest 
that other causes than insulin reaction should be 
sought. The maximum arterial glucose level reached 
after a glucagon-treated insulin reaction (153 mg. 
per 100 cc.) was well within the normal postprandial 
range. (New England J. Med., 258:476, 1958.) 


Dermatitis Herpetiformis 


ALTHOUGH the cause of dermatitis herpetiformis is 
unknown, a number of empirical treatments have been 
used successfully. These have included arsenicals and 
a variety of sulfonamide drugs. According to Perry 
and Winkelmann, sulfamethoxypyridazine (Kynex) can 
now be added to the list of effective agents. 

The authors administered sulfamethoxypyridazine 
to seven patients with dermatitis herpetiformis. They 
prescribed 500 mg. of the drug four times daily for 
the first few days, and the dose was decreased as soon 
as the eruption was controlled. Effectiveness of treat- 
ment was judged by suppression of blistering and 
freedom from pruritis and burning of the skin. In 
most instances, a response was noted within 48 hours 
and good control was achieved within a week. These 
good results were obtained in all seven patients. (Pro. 


Staff Meet., Mayo Clin., 33:164, 1958.) 


X-Ray Survey of the Breast 


GrrsHon-Couen, INGLEBY AND Moore have performed 
2,514 x-ray examinations of the female breast in 1,291 
asymptomatic women; 1,033 were second examina- 
tions six months after the first, and 190 were third 
examinations 12 months after the first. In this group 
of women, none had a dominant or outstanding breast 
mass, but a number of the women had diffusely 
nodular or intermittently painful breasts. 

On the basis of the x-ray findings, 43 of these 
women had an operation on the breast. In one addi- 
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CORRELATION 


OF PATHOLOGIC FINDINGS WITH 


X-RAY STUDIES OF BREASTS 


X-ray Report 


No. Pts. No Confirmation 


Benign Precancerous Carcinoma 


9 
9 
23 
2 


Totals 44 


* Lesion not removed on exploration of breast. 


tional patient the surgeon thought he felt a mass and 
operation was performed (see table above). No mass 
was found at operation in seven patients, and these 
patients are under close observation. 

The authors believe that the method of x-ray screen- 
ing merits further study for the detection of nonpal- 
pable asymptomatic mammary cancer. Experience 
gained by long-term periodic x-ray checks on all 
changing patterns of the normal breast should go far 
in setting standards for the detection of earlier neo- 
plastic changes in the breast. (Surg., Gynec. & Obst., 
106:478, 1958.) 


Parathyroid Tumors 


Malicnant Tumors of the parathyroid glands are rare, 
but benign tumors of these glands often result in 
hyperparathyroidism which may end fatally if un- 
treated. A single adenoma is responsible in 80 per 
cent of cases of hyperparathyroidism, less than 10 per 
cent are due to multiple adenomas, and approximately 
10 per cent are caused by primary hyperplasia. Black 
has found that the size of the adenoma does not cor- 
relate with the severity of the disease. 

Many of the symptoms of hyperparathyroidism are 
accounted for by the increased serum concentration of 
calcium, the decreased serum concentration of phos- 
phorus, and the increased concentration of both in the 
urine. Hypercalcemia causes lassitude, weakness, 
anorexia, nausea and vomiting, distention and consti- 
pation. ‘The diuretic effect of the parathyroid hormone 
causes polyuria and polydipsia. Urinary lithiasis is a 
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common complication. The associated demineraliza- 
tion of the bones may result in pain, deformities and 
fractures. 

The only known successful treatment of a function- 
ing parathyroid tumor is surgical removal. Although 
the solitary adenoma is usually the rule, thorough 
dissection and exposure of all parathyroid glands must 
be done in order to verify or eliminate the possibility 
of multiple adenomas or diffuse hyerplasia. The para- 
thyroid glands are usually four in number and are 
usually found near the lower poles of the thyroid 
gland. One or more of these glands may at times be 
substernal. If the surgical removal is successful, a 
dramatic fall in the serum calcium will occur in the 
early postoperative period. (Am. J. Surg., 95:395, 
1958.) 


Radiation Hazard in Roentgenography 


A NUMBER of specific recommendations have been made 
by the Executive Committee of the American Trudeau 
Society on the chest roentgenogram and chest roent- 
genographic surveys, related to x-ray radiation effects 
and protection from radiation exposure. Their report 
indicates that chest roentgenographic surveys must be 
continued, not only in the field of tuberculosis, but in 
the detection of cancer, industrial thoracic disease, 
acute and chronic nontuberculous infections, chest 
tumors and cardiovascular abnormalities. Conven- 
tional and photofluorographic x-ray units may be used 
to survey fragments of the population which are ex- 
pected to show a high yield of thoracic disease, but 
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the x-ray machines must be equipped with adequate 
protective devices. Among these high-yield groups, 
periodic chest roentgenograms are the most practica- 
ble approach. 

Among infants, children, young adults, prenatal pa- 
tients, and especially young diabetics, the tuberculin 
test should be used as a preliminary screening tech- 
nique whenever possible, and the tuberculin reactors 
should ihave roentgenographic examinations of the 
lungs for the detection of tuberculosis. The non- 
reactors among these groups should be checked peri- 
odically by means of the tuberculin test. However, 
aside from screening considerations, every child should 
have a single roentgenogram for the identification of 
congenital or developmental defects and nontubercu- 
lous disease and for a comparison with any films taken 
later in life. 

The instruction and training of personnel should 
include information concerning the protective devices 
for all types of x-ray units. Screening of groups by 
fluoroscopy should be strongly discouraged for several 
reasons: the results are not accurate for diagnostic 
purposes; there is no permanent film record of the ex- 
amination; and the radiation exposure involved, both 
for the subject and the examiner, is excessive. 

The committee recommends that education of 
health workers and the public should be undertaken 
with a positive program incorporating this new and 
more optimistic look concerning chest roentgeno- 
graphic examination. It should be made known to all 
concerned that effective steps have been taken to mini- 
mize direct and scatter radiation exposure involved in 
taking chest roentgenograms. A constructive approach 
is in order to emphasize the continuing usefulness and 
the need for early diagnosis and treatment of all forms 
of pulmonary disease. (Am. Rev. Tuber., 77: 203, 1958.) 


Prevention of Cardiac Arrhythmias After Pulmonary 
Resection 


A LARGE NUMBER of patients over 45 years old, having a 
lung resection operation develop cardiac arrhythmias 
during the postoperative period. These arrhythmias 
may be multiple extrasystoles, atrial fibrillation or 
atrial flutter. Hurt and Bates have studied the effect of 
quinidine in preventing atrial fibrillation postoper- 
atively. 

Three hundred patients all over the age of 45 years 
and almost all having pulmonary resection for bron- 
chial carcinoma, were divided into three series of 100 
consecutive individuals. All patients received a pre- 
operative test dose of 3 grains of quinidine. None had 
a toxic reaction to this test dose. The usual dosage 
schedule was 5 grains of quinidine orally every six 
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hours beginning the day before surgery. In the first 100 
cases, all patients received quinidine for five days post- 
operatively. In the second 100 cases, alternate patients 
were given quinidine in the dosage of 5 grains orally 
every six hours for five days and then 5 grains orally 
every eight hours for five days. In the last 100 cases, all 
patients received quinidine for ten days with the same 
dosage as the second series of patients. No patients 
developed toxic reactions on these dosage schedules, 
The authors believe that the drug was useful in pre- 
venting postoperative atrial fibrillation following pul- 
monary resection. (Thorax, 13:39, 1958.) 


Surgery Refusal by TB Patients 


CaLpDEN, THURSTON AND Lewis investigated the factors 
that related to the refusal of pulmonary surgery by 
patients with tuberculosis. In the Veterans Adminis- 
tration Hospital in which the survey was made, 19 per 
cent of the patients requiring surgery refused to be 
operated upon. 

The analysis indicated that the tuberculous patient 
who refuses pulmonary surgery can be distinguished 
from the surgical patient on the basis of several factors. 
The patient most likely to turn down surgery tends to 
be more than 50 years of age, is probably unmarried, 
does not draw a compensation from a military-service- 
connected tuberculosis, and is likely to be an unskilled 
laborer. The patient most inclined to accept surgery is 
in the 20-year-old age range, is currently married, has 
obtained a service-connected disability compensation 
for tuberculosis, and has been employed in positions 
involving professional or managerial duties, or he has 
been a student prior to hospital admission. In addition, 
the patient who refuses surgery tends to disrupt his 
hospitalization by leaving irregularly or by receiving 
a transfer more readily than the surgical patient. 

The patient’s medical condition by itself, that is, 
the extent of the disease, the unilateral or bilateral 
nature of his disease, the degree of infectiousness of 
his sputum, the number of sides recommended for 
surgery, the extent of recommended resection, and 
the patient’s chemotherapy treatment background do 
not differentiate the two groups. The patient’s race 
also does not appear to be a significant factor. The 
age difference probably is the most significant single 
discriminator between the two groups. (Am. Rev. Tu- 
berc., 77: 311, 1958.) 


Pleurisy with Effusion in Children 


LINCOLN AND HER ASSOCIATES studied a group of 202 
consecutive cases of pleurisy with effusion in children. 
There were 26 patients in whom pleurisy was either 
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accompanied or preceded by forms of tuberculosis of 
serious prognosis, such as generalized hematogenous 
tuberculosis. The remaining 176 patients had no 
tuberculous complications prior to or at the time of 
the pleurisy which would indicate a serious prognosis. 
Presumably they all had primary pulmonary tuber- 
culosis, although 20 per cent showed no roentgeno- 
graphic evidence of pulmonary or nodal involvement 
at the time of the pleurisy or later. 

Most of the cases (44.9 per cent) occurred in the 
5- to 9-year age group; 33.5 per cent in those children 
less than 5 years old; and 21.6 per cent in those 10 
through 13 years of age. The effusions occurred most 
commonly in the spring and summer, and least often 
in the autumn. They were relatively early complica- 
tions of primary tuberculosis, usually occurring within 
three to six months after the onset of the primary in- 
fection. Boys were affected about twice as often as 
girls, and the effusions occurred on the right side 
slightly more often than on the left, and were on the 
same side as the primary focus in about two-thirds 
of the cases. 

The fluid was usually clear, occasionally slightly 
turbid and varied from yellow to amber. One effusion 
was frankly bloody on repeated taps. The number of 
leukocytes varied greatly from 250 to 10,000 cells per 
cu. mm. always with a predominance of lymphocytes 
varying from 68 to 100 per cent. Tubercle bacilli were 
demonstrated by culture or guinea pig inoculation in 
17.7 per cent of the patients. Serial roentgenograms 
were reviewed for at least five years following pleurisy 
with effusion in many patients, and in about half 
there was persistent thickening of the pleura through- 
out this period. The effusion was considered con- 
tributory to a moderate or severe scoliosis which de- 
veloped later in 4.5 per cent of the group. 

Chronic pulmonary tuberculosis developed later 
in 5.7 per cent of the children, the incidence being 
nearly twice as high in those who were 10 years of age 
or older at the onset of pleurisy. (This low figure stands 
in marked contrast to the reported 25 to 65 per cent 
of adults with pleurisy with effusion who later de- 
veloped tuberculosis, chiefly pulmonary.) Extrapul- 
monary tuberculous complications developed in a 
further 3.4 per cent of the group. The death rate 
from tuberculosis of all forms following pleurisy with 
effusion was 5.1 per cent. 

Specific treatment is indicated for pleurisy with 
effusion as it would be for any complication of primary 
tuberculosis in a child. However, no claims have been 
made that specific therapy causes early resolution 
of the fluid or hastens defervescence. 

In 26 of the entire group of 202 patients, pleurisy 
with effusion was associated with other forms of tuber- 
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culosis of serious prognosis, such as generalized 
hematogenous tuberculosis, chronic pulmonary tuber- 
culosis preceding or accompanying the pleurisy, or 
other forms of tuberculosis associated with an un- 
favorable prognosis. The mortality in this group was 
65.4 per cent, and it is probable that the pleurisy was 
not an important factor in crating this high rate. 
(Am. Rev. Tuberc., 77: 271, 1958.) 


Large Benign Gastric Ulcers 


For A NUMBER OF YEARS it has been held that gastric 
ulcers four centimeters or more in diameter are almost 
surely malignant. That thought has been supported by 
the report in 1928 of Alvarez and MacCarty who found 
only two benign ulcers as large as four centimeters in 
diameter among 638 benign gastric ulcers removed by 
resection. Turner and his co-workers have shown that 
the dictum “large size equals malignancy”’ deserves re- 
consideration (see diagram below). The increase in 
incidence of giant benign gastric ulcers is attributed 
to a change in the surgical therapy of gastric ulcer. 
Thirty years ago, gastroenterostomy was done fre- 
quently for gastric ulcer, whereas gastric resection is 
now employed almost routinely. Hence, more large 
benign gastric ulcers are now available for pathologic 
study. 

Among the 100 cases of giant ulcer reported by 
Turner’s group, 93 of the patients had a symptom com- 
plex that was suggestive of peptic ulcer. In addition, 
most of the patients had lost a large amount of weight, 
gastric hemorrhage had been a feature in 26 patients, 
vomiting had been a significant symptom in 51 pa- 
tients and 17 patients had a palpable epigastric mass. 
In about half of the patients, the diagnosis, based on 
clinical and roentgenologic findings, was carcinoma of 
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free gastric acidity tended to be less than normal. 


At the time of surgical exploration, when the sur- 
geon definitely stated his opinion about the lesion, an 
erroneous diagnosis of carcinoma was made in about 
half of the cases. Apparently that error was based on 


the large size of the lesion, the presence of sizable 
masses of inflammatory tissue and the involvement, by 


perforation or penetration, of adjacent organs (pan- 


creas, liver). 

In 95 of the 100 cases, the ulcer was located on or 
near the lesser curvature of the stomach. 

This experience with benign gastric ulcers of large 
size supports the thought that a diagnosis of malig- 
nancy should be established by study of frozen sections 


before extensive and radical resection of the stomach. 


and adjacent structures is performed for an ulcerating 
type of gastric lesion. As the authors point out, such 
practice would avoid the occasional instance in which 
a more radical procedure, with its attendant increase 
in morbidity and mortality, is performed for what ac- 
tually is benign disease. (Surg., Gynec. ¢ Obst., 
104:746, 1957.) 


ACTH-Induced Arteriosclerosis 


WEXLER AND Mier administered corticotrophin 
(ACTH) to older rats with the resultant production 
of several disease syndromes. The female animals 
developed severe arteriosclerosis; the male, poly- 
arteritis nodosa, gastric ulcers, testicular atrophy and 
renal calculi. Both sexes showed a marked hyper- 
tension. 

The authors emphasized that the rats were fed 
a normal diet not supplemented with fats during the 
period of the experiment. Moreover, serum cholesterol 
levels did not rise. In addition to the lesions already 
mentioned, the animals showed a remarkable speeding 
up of the aging process. 

The authors propose that an overactive pituitary- 
adrenal axis may influence directly the development 
of arteriosclerosis in man. Since it is believed that 
stresses of life are channeled through the pituitary- 
adrenal system, one may speculate that stress is an 
important determinant in human arteriosclerosis. 


(Science, 127:590, 1958.) 


Pulmonary Histoplasmosis 


BauM AND ScHwarz review the pathogenesis and the 
clinical ‘manifestations of pulmonary histoplasmosis. 
This disease begins by inhalation of the spores of 
Histoplasma capsulatum which exists in the soil. A 
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the stomach. Gastroscopic examination did not appear 
to be of value in the differential diagnosis. Values for 


“primary focus” results, consisting of an arc. of 
bronchopneumonia plus involvement of the reg:onal 
lymph nodes. The primary infection is almost always 
benign, symptomless and self-limited. It usually goes 
on to healing and calcification. However, as time 
passes, late complications may develop, especially from 
the lymph node component which encroaches upon 
bronchi, leading to bronchiectasis, bronchial perfora- 
tion or broncholiths. Occasionally, the primary pul- 
monary focus becomes more extensive and is then 
symptomatic. Under these circumstances, it may follow 
one of two courses. It may become reabsorbed com- 
pletely with or without a scar, or chronic pulmonary 
histoplasmosis may eventuate. The latter entity takes 
two forms: a fibrocavitary lesion that resembles fibro- 
cavitary tuberculosis in all respects, or a histoplasmoma 
which commonly presents as a “‘coin lesion.” 

Early in the course of the primary complex, there 
is hematogenous dissemination. Usually, this too is 
self-limited and may be recognized later by the ap- 
pearance in a chest film of multiple small calcific 
densities in the lungs. Similar calcified foci are found 
in other organs. Sometimes, particularly in young 
children, hematogenous dissemination is followed by 
progressive illness ending in death. (New England J. 
Med., 258:677, 1958.) 


Implantation of Cancer Cells 


LE QuESNE AND THOMSON emphasized that recurrences 
may develop after operations for carcinoma of the 
large bowel because viable tumor cells are shed into 
the lumen and then become implanted at the suture 
line or on another raw surface. The authors exemplify 
such developments by the report of three cases— 
one in which there was suture-line recurrence, one 
in which there was implantation upon a hemorrhoid- 
ectomy wound, and one in which malignant cells were 
implanted into the perineum after abdominoperineal 
excision during which the rectum was accidentally 
opened. 

. The following methods have been proposed to 
prevent these types of implantation recurrence of 
carcinoma of the colon or rectum. 

1. Placement of tapes around the bowel immediately 
above and below the cancer at the start of the opera- 
tion, and irrigation of the proximal and distal portions 
of the bowel to remove malignant cells mechanically. 

2. Cleansing of the lumen of the bowel with a 
solution of 1:500 perchloride of mercury for the 
purpose of killing any free cells. 

3. Care to avoid opening the bowel inadvertently 
so that malignant cells may not spill into the operation 
area. 
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4. Avoidance of any operation on the distal bowel 
until after the carcinoma of the colon has been removed. 


(New England J. Med., 258:578, 1958.) 


Pituitary Erythropoietic Hormone 


Van DYKE AND HIS CO-worKERS have been able to pre- 
pare from the anterior pituitary an erythropoietically 
active fraction that appears to be distinct from ACTH 
in that it has practically no adrenal-stimulating poten- 
cy. This further clarifies the relationship of the anterior 
pituitary to erythropoiesis—a relationship that had 
previously been recognized on the basis of biologic 
phenomena. Thus it had been known that administra- 
tion of anterior pituitary substance stimulates erythro- 
poiesis. However, since control of erythropoiesis is not 
abolished by hypophysectomy, it is apparent that the 
pituitary is not the only source for erythropoietic 
stimulation. 

It now appears that there are at least two sources for 
erythropoietic hormones—one, the anterior pituitary 
and the other, as yet undetermined. So it is that oxy- 
gen lack probably stimulates erythropoiesis as shown 
in the diagram at the right, modified from the authors’ 
orginal. (Blood, 12:539, 1957.) 


Cardiac Injuries 


WIKINSON AND HIS AssociATEs have followed 52 pa- 
tients treated for cardiac injuries between 1944 and 
1956. These patients have suffered cardiac tamponade 
and have been managed primarily by _pericardio- 
centesis. Exploratory thoracotomy has been reserved 
for those patients in whom the response to repeated 
aspiration has been unsatisfactory, or in whom as- 
sociated intrathoracic injuries have made thoracotomy 
mandatory. Eleven of the 52 patients were treated in 
1944, five by cardiorrhaphy and six conservatively. 
Three deaths occurred, each after “‘elective”’ thora- 
cotomy. 

Since 1944, 39 patients have been treated by 
pericardiocentesis or by observation only. Two re- 
quired emergency thoracotomy in spite of aspiration, 
but none in this period were treated by elective 
thoracotomy. Six of these 41 patients died—two from 
causes unrelated to the cardiac injury and four from 
the severity of the cardiac injury. Thirty-five of the 
patients have been followed and only one of these 
has had a late complication from the cardiac tam- 
ponade. This patient suffered congestive failure as a 
result of an interventricular septal laceration which 
had not been repaired. 

_ When the diagnosis of cardiac tamponade is made 
in the emergency room, pericardiocentesis is im- 
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SUGGESTED RELATIONSHIP 


OF CIRCULATING ERYTHROPOIETIC SUBSTANCES 


mediately performed by the subxiphoid route. Anti- 
shock measures are instituted. If signs of tamponade 
do not recur, the patient’s heart and lung roentgeno- 
grams are obtained and then he is transferred to the 
operating room for continued observation. An electro- 
cardiogram is obtained. Emergency thoracotomy is 
done only when repeated pericardiocentesis will not 
relieve the tamponade. Occasionally, thoracotomy has 
been done on patients in extremes in the emergency 
room but all have died. The authors believe that con- 
servative management is best for patients with cardiac 
injuries resulting in cardiac tamponade. (Ann. Surg., 
147:347, 1958.) 


Hemorrhage Secondary to Hemorrhoidectomy 


MAssIVE HEMORRHAGE secondary to hemorrhoidectomy 
is most frightening when it occurs during the second 
postoperative week. Blaisdell believes that the delayed 
hemorrhage has no relation to the effectiveness of 
operative hemostasis, nor to the kind of ligature used. 
He believes that all ligatures used become so loose 
in three days that no hemostatic effect is provided 
after that time. He further notes that the large pro- 
portion of troublesome bleeding in the second week 
following a hemorrhoidectomy is due to sloughing of 
tissue internal to the sphincter. 

The late bleeding may be prevented by placing a 
hemostatic suture in the area of slough about seven 
days postoperatively, or by careful suturing at the 
time of operation. The latter method is recommended. 
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If mass ligatures at the base of the hemorrhoids are 
avoided, there will be less necrotic tissue to slough. 
(Surg., Gynec. ¢ Obst., 106:485, 1958.) 


Neurotomy for Pain from Chronic Pancreatitis 


YOsHIOKA AND WakaBayasH! have devised a new 
surgical procedure for the relief of pain in chronic 
pancreatitis. The anatomic relationship of postgang- 
lionic fibers from the celiac ganglia to the pancreas was 
studied in 100 cadavers. It was found that the majority 
of these fibers from both celiac ganglia join together, 
becoming a large bundle accessible for section, and 
enter the medial margin of the uncinate process of 
the pancreas. This plexus can be divided into two 
portions, one derived from the right celiac ganglion, 
and the other from both celiac ganglia and from the 
aortic plexus. These nerves do not provide all auto- 
nomic nerve supply to the pancreas, but clinically 
excellent results have been obtained by section of these 
nerves. In 36 patients there has been one operative 
death from shock, and the other 35 patients have 
all been relieved of their pain. 

The surgical exposure devised is simple. At lapa- 
rotomy, the peritoneum overlying the second portion 
of the duodenum is incised and the duodenum and 
head of the pancreas retracted anteriorly and medially. 
The plexus is immediately brought into view and its 
components sectioned as they enter the uncinate 
process. The first portion is sectioned first and then 
the second portion is sectioned more carefully as 
several arterial branches are interspersed with this 
portion. Care must be used to avoid cutting the 
branches from the ganglia to the superior mesenteric 
artery, for otherwise, diarrhea will be produced. 
(Arch. Surg., 76:546, 1958.) 


Lymphedema of the Arm 


LYMPHEDEMA OF THE ARM often follows radical mas- 
tectomy. Estimates of the frequency of this complica- 
tion range from 20 per cent to as high as 80 per cent. 
However, the condition is troublesome in only about 
5 to 10 per cent of patients. Then it may cause con- 
siderable distress and sometimes disability, including 
a predisposition to attacks of cellulitis and lymphangi- 
tis in the edematous extremity. 

The cause of edema of the arm following radical 
mastectomy has not been settled. It has been attributed 
to a number of factors acting singly or in combination, 
including venous obstruction, primary lymphatic ob- 
struction, infection, roentgen therapy and limitation 
of use of the extremity. 

Stillwell and Redford have evaluated a program of 
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therapy that is currently in use at the Mayo Clinic. 
The program includes use of a “vasopneumitic” 
device that provides mechanical centripetal massage 
for 30 minutes at a time. Use of this device is followed 
by manual massage and by exercise of the muscles of 
the arm and forearm. All this is carried out wit: the 
limb in anelevated position, and the patient is instruct- 
ed in a program of bandaging, elevation and exercise 
to be carried on between treatments. When this regi- 
men was carried on for four or more days, there was 
about a 73 per cent chance that a patient would get 
rid of one-third or more of her edema. (Proc. Staff 
Meet., Mayo Clin., 33:1, 1958.) 


Fractures in the Aged 


Bick HAS STUDIED a group of 500 elderly people with 
fractures to gauge the relative advantages and dis- 
advantages of the current concepts of fracture therapy 
when applied to these patients. 

It appears that reparative osteogenesis in the aged 
occurs within a time span equal to that of adults of all 
ages, but osteoporotic bone produces osteoporotic 
callus. Manipulation and surgery should be deferred 
until recovery from the shock of trauma. Aging bone 
will not withstand the internal pressures of screws, 
plates or nails as readily. Since aged tissue has de- 
creased strength and elasticity, early motion, while 
desirable, should be gentle to avoid overstretching and 
injury. Early “‘out of bed” is important, and the pa- 
tient must be given greater freedom of action for 
movement of arms and legs. (Surg., Gynec. ¢& Obst., 
106:343, 1958.) 


Upper Gastrointestinal Bleeding in Cirrhotic Patients 


‘THE MANAGEMENT Of bleeding from esophageal varices 
in cirrhosis of the liver differs from that of bleeding of 
lesions within the stomach and duodenum. If the 
bleeding should come from esophageal varices and a 
surgical attack be planned, the transthoracic approach 
has been found to be the best for exposure of the 
varices. In many patients the point of bleeding cannot 
be localized accurately, and in patients where the 
bleeding seems to be from the stomach, duodenum or 
elsewhere, a surgical incision through the abdomen 
may be best. 

Enquist and Cliedman have reviewed the autopsy 
protocols of 476 patients in whom the pathologic diag- 
nosis of nutritional (Laennec’s) and _postnecrotic 
cirrhosis was made. Patients with cardiac cirrhosis and 
obstructive biliary cirrhosis were not included. Eighty- 
five of these 476 patients had a major hemorrhage that 
caused or contributed to their death. In 38 patients, 
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esophageal varices caused bleeding. Thirty-four patients 
bled from the stomach or duodenum, two bled from 
esophagitis and gastritis, four from colitis, and in seven 
patients the cause of bleeding was not known. 

In comparing autopsy protocols of the patients with 
cirrhosis and 1,000 other patients without cirrhosis, 
it was also found that upper gastrointestinal lesions 
which commonly have been found to be sources of 
hemorrhage, exclusive of varices, were more common 
in cirrhotics than in noncirrhotics. (Surg., Gynec. & 
Obst., 106:153, 1958.) 


Rib Fractures in Asthma 


Fractures of the rib due to cough have been re- 
ported frequently for over a century. Pulmonary 
infections and aspiration have been the commonest 
underlying causes. Fein reports the rare occurrence 
of repeated rib fractures in a 65-year-old man with 
bronchial asthma. There was no evidence of metabolic 
bone disease. Each episode was marked by pleuritic 
pain and tenderness over the fracture site. 

Fein’s report indicates that a syndrome of asthma 
with severe coughing, complicated by severe chest 
pain, should lead one to obtain x-rays for rib fracture. 
(J. Allergy, 29:209, 1958.) 


Spinal Fluid Lactic Dehydrogenase Activity 


LACTIC DEHYDROGENASE is a fermentative enzyme pres- 
ent in most tissues and in all body fluids examined. 


creased lactic dehydrogenase activity to the fluid 
mediums that bathe the neoplastic tissues. 

Studies by Wroblewski and his associates indicated 
that spinal fluid obtained from subjects without cen- 
tral nervous system disease has a range of activity of 
10 to 40 units per milliliter. No relationship between 
serum and spinal fluid activity was noted, each varying 
independently of the other, presumably because of a 
blood-brain barrier. In patients with intracerebral or 
meningeal leukemia, lymphoma or metastatic carci- 
noma, the spinal fluid lactic dehydrogenase was above 
the normal range. In patients with degenerative and 
nonspecific states of the central nervous system, the 
spinal fluid activity of lactic dehydrogenase was also 
within the normal range. Untreated meningitis was 
associated with a marked increase in activity. Con- 
comitant with and after treatment of meningitis, the 
level returned toward the normal range. 

Many mechanisms appear involved in the elevation 
of spinal fluid lactic dehydrogenase. Pathologic states 
that permit blood and plasma to reach the spinal fluid 
result in increased values by virtue of the contribution 
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of enzyme activity from plasma lactic dehydrogenase 
that is at least five times greater than that of the spinal 
fluid, This appears to account for the increased spinal- 
fluid level seen in subarachnoid hemorrhage. Acute 
meningitis may increase the permeability of the cen- 
tral nervous system vascular supply and permit the 
exudation into the spinal fluid of plasma protein, 
including plasma lactic dehydrogenase along with cir- 
culating leukocytes. The increase of spinal fluid activ- 
ity in the presence of secondary central nervous 
system neoplasms appears to result from a contribution 
of the fermentative enzyme by neoplastic tissue. (New 
England J. Med., 258:635, 1958.) 


Nasal Polyps 


‘THERE IS GOOD REASON to believe that nasal polyposis 
represents an allergic tissue response. In substantia- 
tion of that thought, Blumstein and Tuft recount their 
experience with 160 patients who had mucous nasal 
polyps and who were observed over long periods of 
time while receiving allergy treatment. 

There was a high incidence of asthma (72 per zent) 
in these patients. Indeed, the authors consider all 
polyp patients to be potential asthmatics—something 
for the family physician or the rhinologist to bear in 
mind when they encounter such patients. 

Blumstein and Tuft evaluated the effect of allergy 
treatment particularly in a subgroup of 77 patients 
who had required more than one polypectomy. The re- 
sults are shown in the diagram below. Failures of 
response to allergy treatment were encountered mainly 
in patients with negative skin reactions and no deter- 
minable specific etiology—many of them intractable 
asthmatics. (Am. J. M. Sc., 234: 269, 1957.) 


EFFECT OF ALLERGY TREATMENT IN 77 CASES 


OF RECURRENT NASAL POLYPOSIS 
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Supplements to the Infant's Diet 


LITCHFIELD COMPARED the effects of two types of 
vitamin supplementation during infancy. A control 
group of 64 infants received vitamins A and D only— 
a form of supplementation that is still widely used 
by many physicians. Another group of 81 infants 
received supplementation with a preparation con- 
taining vitamins A and D, plus thiamine, riboflavin, 
niacinamide, pyridoxine, panthenol, choline, betaine, 
inositol, vitamin By, ascorbic acid and vitamin E. 
The diets for both groups were otherwise similar. 

In the group of 81, which received the fortified 
multivitamin drops, the average body weight at 18 
months of age was 3.2 pounds more, and the average 
hemoglobin level 2 Gm. per 100 cc. higher than in the 
control group of 64 infants. The author considered 
these results to be evidence for the need to supplement 
the infant’s diet with as complete a vitamin mixture 
as possible. In truth, the study did not support that 
conclusion, although it may have indicated that some- 
thing more is needed than simply vitamins A and D. 
(Arch. Pediat., 74:463, 1957.) 


Villous Adenomas of the Large Intestine 


Wuear Anp ACKERMAN have given a clinicopathologic 
evaluation of 50 cases of villous adenomas of the large 
intestine. This is a sessile tumor composed of villi 
which project above the level of the surrounding in- 
testinal mucosa. These tumors are divided into four 
classes: completely benign, benign with focal atypical 
changes, focal carcinoma and invasive carcinoma. The 
average age of the 50 patients was 62.7 years, the sex 
ratio was equal, and 79 per cent of the tumors were in 
the rectosigmoid or distal to it. The presenting symp- 
toms were most commonly blood or mucus from the 
rectum or frequent watery stools. 

The authors believe that adequate local excision is 
the treatment in the cases where there is no invasive 
carcinoma. If invasive carcinoma is found, the appro- 
priate cancer operation should be carried out. Irradia- 
tion therapy of any type has no place in the treatment 
of villous adenomas of the large intestine, and such 
methods of treatment as biting the tumors out with 
biopsy forceps, fulguration or wire loop cautery exci- 
sion should not be used, (Ann. Surg., 147:476, 1958.) 


Gastrostomy Tube Suction in Upper Abdominal 
Surgery 


THE POSTOPERATIVE MANAGEMENT of some patients is 
aided by the use of a gastrostomy through which a 
suction catheter may be placed. This method of keep- 
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ing the gastrointestinal tract decompressed is espe- 
cially useful in the postvagotomy patient where 
adequate gastric emptying may be delayed, in patients 
with esophageal varices following a portocaval shunt 
when a nasogastric tube might erode the varices, and 
in elderly patients in whom the increased secrctions 
caused by the nasogastric tube complicate respiratory 
difficulties. A nasogastric tube is extremely annoying 
_to any patient and may irritate the mucous membranes 
with occasional ulceration and stricture. With the use 
of a double-lumen tube, gastric suction and jejunal 
feeding may be carried out simultaneously in certain 
cases. 

Rogers has used gastric suction through a Stamm 
gastrostomy catheter in 80 patients without complica- 
tions. (Arch. Surg., 76:451, 1958.) 


Urologic Complications in Paraplegics 


MANY UROLOGIC SURGICAL PROCEDURES are necessary 
to treat the complications resulting from cord injury or 
disease and those complications that arise during the 
rehabilitation of these patients. Bunts reports that 623 
of 1,000 paraplegics required a total of 723 urologic 
operations. These statistics do not include about 500 
cystoscopic procedures for removal of bladder calculi 
and about 50 neurosurgical procedures used in the 
urologic care of these patients. 

These patients had a high incidence of urinary 
calculi (5.7 per cent). In 13.6 per cent of the patients, 
there was reflux of urine into the ureters, and surgery 
was necessary in these. Transurethral resection of the 
prostate was necessary in 18.8 per cent of patients. As 
most of the patients were males and vasectomy was not 
performed, the incidence of genital infection was 20 
per cent. Few patients required nephrectomies, per- 
manent cystostomy or nephrostomy. (J. Urol., 79:733, 
1958.) 


Gastric Secretion and the Liver 


PEPTIC ULCER OCCURS with greater than normal fre- 
quency in patients with cirrhosis. In addition, peptic 
ulcer has been reported to originate or exacerbate 
after portocaval or splenorenal shunt. It occurred to 
Clarke, Hart, and Ozeran that gastric hypersecretion 
on a humoral basis may take place when sufficient 
portal vein blood bypasses the liver and a secretory 
hormone is not normally inactivated. 

In four dogs, these authors constructed gastric 
(Heidenhain) pouches for observation of 24-hour acid 
output. After control periods of 35 to 42 days, porto- 
caval transposition was performed. (The portal vein 
drains into the inferior vena cava, and the lower in- 
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ferior vena cava drains into the liver via the upper cut 
end of the portal vein.) Observations of 24-hour acid 
output were continued for another 24 to 42 days. 
Results are summarized in the diagram at the right. 

The profound increases in mean gastric acid output 
(295 to 849 per cent) after portocaval transposition 
support the concept of a humoral secretogogue (e.g., 
gastrin) originating in the abdominal viscera that is 
normally inactivated or excreted by the liver. (Proc. 
Soc. Exper. Biol. ¢ Med., 97:118, 1958.) 


Growth of Children 


Iv HAS LONG BEEN OBSERVED that the people in some 
parts of the world are smaller than people in the 
United States. As a corollary, the growth rate of 
the children of those people of shorter stature is 
retarded by comparison with the growth rate of 
Caucasian children of the United States. There has 
been a tendency to attribute the observed retardation, 
at least in part, to racial differences in the rate at 
which growth and development proceed. 

Greulich has recently restudied the problem. He 
compared the growth and development of American- 
born Japanese children in California with the growth 
and development of children of the same sex and age 
in Japan. The California children were found to be 
significantly taller, heavier and more advanced in 
their skeletal development. This finding minimizes 
the importance of a “genetic difference”— suggests 
that variations in growth and development may be 
more closely related to diet and environmental con- 
ditions. (Science, 127:515, 1958.) 


The Anemia of Cancer 


An anatysis of the anemia of cancer may involve 
many factors, according to Hyman. Chronic and 
acute blood loss, particularly from the gastrointestinal 
tract and into intracavitary effusions, is common. 
Decreased red cell production may be due to dis- 
turbances in protein synthesis or to inadequate intake, 
absorption or storage of hematinic factors such as 
iron, folic acid or vitamin By». Decrease in production 
of erythropoietin (the newly discovered marrow 
stimulatory hormone) may be involved. The anemia 
may be contributed to by toxic depression due to 
infection, uremia or so-called “tumor toxin” or, in- 
frequently, by replacement of hematopoietic cells by 
tumor. In addition, more and more frequently, de- 
pressed erythropoiesis is noted as an effect of radiation 
therapy or antitumor drugs. 

Recently, the hemolytic mechanism in the develop- 
ment of the anemia of cancer has been investigated 
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Meon gostric acid ovtput (mEq./24 brs.) 


Chart of mean acid ovtput in four dogs with Heidenhain pouch, before 
and after portocaval transposition. Each value is the mean of from 24 


to 42 24-hour collections. 


as an outgrowth of the knowledge that patients with 
neoplastic disease, particularly lymphomas and leu- 
kemias, occasionally develop overt hemolytic anemia. 
With the advent of simple red blood cell labeling 
techniques, it has been demonstrated that an increase 
in hemolysis occurs regularly in patients with blood 
dyscrasias such as leukemia and malignant tumors of 
the reticuloendothelial system. 

Hyman’s studies indicated that the current concept 
of the anemia of malignancy, when blood loss, infec- 
tion and allied factors have been ruled out, may 
be pictured as follows: in response to the increased 
demand produced by accelerated red blood cell destruc- 
tion as the neoplasm progresses, the marrow activity 
actually increases. Initially, the accelerated rate of 
destruction is nullified by the increased production, 
and hemoglobin values remain normal. As the rate of 
destruction increases, the increase in marrow activity 
lags, and soon anemia appears. This anemia increases 
progressively as the neoplasm disseminates. Thus, 
it is common experience that repeated transfusions 
in patients with advanced cancer may only raise the 
red cell count transiently. (Am. J. Roentgenol., 79: 
511, 1958.) 


Shock Syndrome with Bacteremia 


Wei AND SPINK sTUDIED 43 patients with proved 
bacteremia due to Gram-negative microorganisms in 
which hypotension and other signs of shock occurred. 
In more than 90 per cent of the cases cited in the 
report, bacteremia was initiated by an event that 
occurred in the hospital. The development of the 
bacteremic shock was related to a procedure con- 
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ducive to trauma. Frequently this involved relatively 
simple procedures such as insertion of a urethral 
catheter, cannulation of a peripheral vein to supple- 
ment fluid therapy in seriously ill patients, administra- 
tion of intravenous fluids under unfavorable conditions 
with respect to aseptic technique, dressing of wounds, 
and following a paracentesis. Instrumentation of the 
urinary tract was implicated as the most frequent 
cause, and occurred in 43 per cent of the cases. 

Shock was typically but not invariably preceded by 
chills, a spiking febrile reaction and profuse perspira- 
tion. These findings occurred within 48 hours of the 
causative event, and shock appeared approximately 
12 hours later. Vomiting and the expulsion of large 
stools, which were usually mucoid or watery, ac- 
companied the onset of shock in most patients. 
Seventy-four per cent of the patients had significant 
electrocardiographic abnormalities, the extent of the 
changes corresponding to the duration of the hypo- 
tension. The most frequent alterations involved S-T 
and T-wave changes suggesting myocardial ischemia 
and injury. In the majority of these patients, the 
diagnosis of myocardial infarction was entertained 
before bacteremia was implicated. 

Among the 43 patients with shock, 28 (65 per cent) 
died, and 23 (54 per cent) died in shock in an average 
of 2.7 days after the onset of hypotension. The mean 
duration of the state of shock in patients who re- 
covered was six days (12 hours to 26 days) which 
indicates the protracted course of this type of shock. 
In cases of bacteremic shock, Proteus organisms were 
isolated twice as frequently as any other, but the 
highest mortality rate was associated with Paracolo- 
bactrum organisms. 

The judicious choice and early use of antibiotic 
drugs is of the greatest importance. Vasopressor 
agents, such as levarterenol and especially metar- 
aminol, apparently tend to reverse the circulatory 
disturbance and provide effective elevation of blood 
pressure. Metaraminol appeared to be a more favorable 
agent because of its prolonged action, the absence 
of local tissue injury, and the possibility of sub- 
cutaneous and intramuscular administration during 
the later phases of therapy. The use of corticosteroid 
drugs was generally reserved for those patients in 
whom response to antibiotics, fluid and other sup- 
portive treatment proved inadequate. (Arch. Int. Med., 
101:184, 1958.) 


to Homografts 


WHEN a skin homograft is applied to a human recipient 
for the first time, it becomes vascularized, grows and 
proliferates. After the homograft appears to have be- 
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come successfully adjusted to the host site, the blood 
vessels of the graft undergo generalized thrombosis 
and breakdown, the epidermis becomes necrotic, and, 
in a few days, the viable segment of tissue has become 
a blackened eschar. This sequence of events occurs in 
a seven- to ten-day period after the homograft is 
applied. 

Rapaport and Converse have studied the immune 
response to multiple-set skin homografts in man and 
have found that after the first skin homograft is re- 
jected, subsequent homografts from the same donor 
are rejected in an accelerated fashion’ (four to five 
days). 

This rejection period is not increased by using 
subsequent homografts. However, if 80 days elapsed 
between applying the homografts, the rejection rate 
was the same as for the first homograft. Further, if a 
second skin homograft is placed on a patient within 26 
days after rejection of the first. homograft, the site of 
the immediately preceding homograft from the same 
donor will develop erythema, edema and pruritus at 
the time when the second graft is rejected. If a third 
homograft from the same donor is then applied, the 
first site will remain quiescent but the immediately 
preceding site will develop erythema, etc. Finally, when 
four successive skin homografts from one donor were 
applied to the same recipient at intervals not exceeding 
one week, the last three grafts developed a progressive 
change in color in the first three days and became 
white and opaque, gradually changing to a pale eschar. 
(Ann. Surg., 147:273, 1958.) 


Selection of Patients for Rhinoplasty 


INCREASING NUMBERS of patients are desiring corrective 
surgery for nasal deformities. Erich believes that if 
such surgery is to bring satisfying results, the patients 
must realize that a rhinoplasty can only change the 
contour of the nose. Exacting esthetic effects cannot 
be achieved surgically. This surgery cannot help 
patients with a deep-seated sense of inferiority who 
attribute all of their feelings of inadequacy to some 
deformity of the nose. Further, patients are better 
avoided who believe that a change in nasal contour 
would so improve their features, that shattered ro- 
mances, disillusionment in marriage and unsatisfactory 
social existence would not occur. 

What patients can benefit from a rhinoplasty?— 
the man or woman with a nasal deformity who desires 
only an improved nasal contour as a result of a rhino- 
plasty. Such a patient may be embarrassed, self- 
conscious or sensitive about a nasal deformity but 
otherwise stable and well integrated. (Surg., Gynee. 
Obst., 106:481, 1958.) 
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Doctors’ Ill Health 


(American Medical Association, San Francisco, June 26.) 
Annuat physical exams given physicians at the last 
three AMA meetings show nearly one-fifth had defi- 
nitely abnormal or borderline electrocardiograms, one- 
fifth suspected or definite chest abnormalities including 
TB and neoplasms. It’s well known that physicians 
have a higher mortality from heart disease than the 
general population, and family physicians a higher rate 
than specialists. Reasons include nervous tension, too 
little exercise, poor diet. Among remedies: To reduce 
nervous tension, try to see only one type of patient— 
obstetric for example—one morning of the week so 
as to achieve a more leisurely schedule that day; walk 
upstairs in hospitals rather than riding elevators; get 
regular physical check-ups.— Dr. Cuartes E. McAr- 
THUR, Olympia, Wash. 


Abrasion for Acne 


(Ibid, June 26.) Turice daily applications of a soap- 
like paste containing abrasive agents are useful in treat- 
ing acne. The treatment dries and scales the skin, 
causing oil follicles to open for removal of comedos 
and pimples. Young people using pastes containing 
abrasive particles such as granites, porcelains or sili- 
cates can outgrow acne with little or no scarring.— 
Dr. B. Saperstein, Los Angeles. 


Hypnosis in Surgery 


(Ibid, June 25.) SuzEPING under hypnosis and very light 
anesthesia, a 14-year-old girl was awakened during 
heart surgery while she was attached to a heart-lung 
machine. Upon command, she opened her eyes, and 
moved her head to indicate she could hear the anes- 
thesiologist. When the defect was repaired, she was 
commanded to sleep again, was discharged from the 
hospital 20 days later. Hypnosis was used to avoid de- 
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pressant effects of anesthetic drugs and to eliminate 
unconsciousness to check that blood circulation was 
being sufficiently maintained by the machine to avoid 
brain damage.— Dr. Mitton J. Marmer, Beverly Hills, 
Calif. 


Bottle Popularity 


(Ibid, June 25.) A survey in 1956 of 1,904 hospitals 
found 63 per cent of newborn infants being bottle-fed, 
21 per cent breast fed, and the remainder both bottle 
and breast fed. The percentage on bottle feeding was 
nearly double that in 1946, but this can be interpreted 
as a “temporary inclination toward less breast feeding” 
rather than a trend.—Dr. Herman F. Meyer, North- 
western University Medical School, Chicago. 


Tetanus Therapy 


(Ibid, June 25.) INsecTABLE meprobamate makes pos- 
sible complete control of spasms of tetanus evoked by 
external stimuli, such as jarring, noises or pricking 
with a pin. The drug has no effect upon seizures in- 
duced by internal stimuli.— Dr. M. A. Perusretn, Chi- 
cago. 


Credentials Repository 


(Ibid, June 23.) War pestroyeD the medical creden- 
tials of a number of foreign physicians—they now are 
working as research assistants, laborers and in other 
capacities because they cannot prove they are medi- 
caily trained and accredited. As a safeguard against 
this misfortune, the World Medical Association has 
established a central repository for credentials of U.S. 
physicians, to be stored in two secret places for assur- 
ance of surviving war or catastrophe. The first appli- 
cations were taken here at the AMA’s 107th annual 
meeting. Details can be obtained from World Medical 
Association offices in New York City. 
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Radiation Safety 


(Ibid, June 25.) Carerut use of known methods of 
safety can reduce x-ray exposure to the gonads by 75 
to 80 per cent. Measures include a check-out of radia- 
tion equipment by a radiation physicist; limiting fluo- 
roscopy to specific medical purposes; use of fast x-ray 
film, use of lead rubber snap-on diapers for children 
or other protective devices.— Dr. Wenpvew G. Scott, 
Washington University School of Medicine, St. Louis. 


Infection or Allergy? 


(Ibid, June 27.) Prior to tonsillectomy, it is essential 
to know that a child’s symptoms are really caused by 
infection of tonsils and adenoids rather than by allergy 
of the ears, nose, sinuses, throat, bronchi or lungs. 
The allergies produce similar symptoms. The “‘itchy, 
sneezy, wheezy child” is usually allergic and should 
first be given thorough allergy treatment.—Dr. Nor- 
MAN W. Cue1n, Seattle, Wash. 


Tachycardia Treatment 


(Ibid, June 27.) WeexLY oral doses of radioactive iodine 
successfully controlled spells of rapid heart beat in 31 
of 33 patients. No unfavorable complications have been 
noted in six years’ observations.— Drs. Exior Corpay, 
Henry L. Jarre, Hersert and Joun 
Los Angeles. 


Tension Headaches 


(Ibid, June 27.) Tension headaches are really “charley 
horses” of muscles of the head and neck, requiring the 
same kind of common-sense treatment as a charley 
horse of the leg. Both the headache in the tense per- 
son and the leg cramp of the athlete come about be- 
cause the person tries too hard, setting muscles too 
tightly, too long. Tense muscles of the head are found 
in the tension headache victims.—Dr. Herman A. 
Dicks, Portland, Ore. 


New Steroid 


(American Rheumatism Association, San Francisco, June 
21.) HexapEcaprROL, a new synthetic steroid, is six 
times more potent than prednisone and 25 times more 
than hydrocortisone in treating rheumatoid arthritis. 
Arthritic symptoms were effectively suppressed in 16 
of 18 patients who did not benefit from other antirheu- 
matic drugs. Minor side effects were observed, such as 
increased sweating, insomnia, transitory skin condi- 


tions. The drug is not yet available for general use 
for patients with this disease.— Drs. Joseru J. Bunm, 
Rocer L. Brack, Leo Lurwax, Ratpn E. Prrerson 
and G. Donatp Wuepon, National Institute of Arthritis 
and Metabolic Diseases, Bethesda, Md. 


Hyperventilation 


(Ibid, June 20.) Rapti and deep breathing appears to 
play a role in relief of arthritic pains. Hyperventilation 
is produced by massive doses of aspirin. Arthritis pa- 
tients placed in respirators benefit, with decreased 
stiffness and pain, and increased range of motion and 
muscle strength. Upon resumption of normal breath- 
ing, the symptoms return.—Drs. FRepeRick Kann, 
Danie, and Howarp J. Wetnsercer, Los 
Angeles. 


Scleroderma Therapy 


(Ibid, June 21.) Revaxin, the ovarian hormone drug, 
benefits patients with progressive systemic sclerosis. 
It promoted healing of painful skin sores, reduced 
tautness of skin and improved muscular strength.— 
Drs. A. Riveuis, Cornetius H. and Bernarp 
Rocorr, Hospital For Special Surgery, New York. 


No Smoking 


(American Cancer Society annual report, New York, 
June 3.) TurovGH the schools, a campaign is planned 
to persuade teen-agers not to begin smoking, or to 
discontinue smoking. “No evidence statistical or other- 
wise has been produced anywhere to date that is in- 
consistent with the now generally-held theory that 
heavy cigarette smoking is, in fact, one of the principal 
causes of lung cancer.” The Tobacco Industry Re- 
search Committee challenges this viewpoint. 


Soviet Challenge 
(Manufacturing Chemists’ Association, White Sulphur 


Springs, W. Va., June 12.) Tue United States should 


challenge the USSR to a longevity race, in which 
the only losers would be diseases. The goal would be 
an average life expectancy of 75 years. “‘Let us pit our 
patient-oriented system of medicine against the state- 
oriented system of Russia.” This would require train- 
ing more doctors, expanding research, raising the 
standard of living and health of the less privileged, 
increased emphasis upon preventive medicine, and set- 
ting up a “bold new foreign medical aid program.”— 
Joun T. O’Connor, president of Merck e Co. 
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Plantar Wart 
Q. Please describe the treatment of a plantar wart. 


A. First, one must be certain that there is a plantar 
wart and not just a corn or clavus. Anyway, orthopedic 
consultation should ,be required, especially if the wart 
ison a pressure area of the foot. Failure to relieve local 
pressure will often interfere with the therapy. The 
simplest treatment, first, is the use of salicylic plaster, 
used for three- or four-day periods with plain adhesive 
between, for a period of approximately two or three 
weeks. This may be combined with continued débride- 
ment of the lesion. If there is no response to this, then 
electro-coagulation, procaine injection or radiation 
therapy may be given. These severe treatments are to 
be done by the dermatologist. 


Hirsutism in a Young Woman 


Q. In a 32-year-old female, what are the possible causes 
of hirsutism chiefly of the forearms and face, develop- 
ing progressively following each of three pregnancies ? 


A. The most probable cause is familial or simple 
hirsutism, accentuated by the effects of pregnancy. 
The latter is somewhat difficult to explain but may re- 
lect increased activity of the pituitary with greater 
output of ACTH to cause a mild hyperadrenocorti- 
cism. Other possible causes are increased activity of 
the adrenal cortex or masculinizing ovarian change or 
tumor. To investigate possible adrenal origin, 17- 
ketosteroid excretion should be measured, and if ele- 
vated, x-ray estimate of adrenal size should be con- 
sidered. Ovarian possibilities include arrhenoblastoma, 
masculinovoblastoma, hilus-cell tumor and also the 
Stein-Leventhal syndrome. Adequate pelvic examina- 
tion will rule out most of these, but occasionally ex- 
ploration is necessary for proof. 
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Readers are encouraged to submit inquirves to GP. 
These will be answered by authorities 
in appropriate fields of therapy and diagnosis. 


Information Please 


Neurogenic Arthropathy 


Q. Charcot joints are not so common as formerly. What 
are the criteria for establishing a diagnosis? 


A. The term “Charcot joint” was originally applied 
to the neurogenic arthropathy that accompanies tabes 
dorsalis. The diminished prevalence of the disorder is 
a tribute to the effectiveness of modern antisyphilitic 
therapy. However, a similar arthropathy is occasional- 
ly seen in association with other spinal-cord lesions 
(syringomyelia, cord compression) and ‘notably, in 
recent years, in diabetic neuropathy. 

The principal diagnostic points are: 

1. Absence of pain 

2. Hypermotility of the joint 

3. X-ray findings of marked destruction of the joint, 
often with hypertrophic margins, with bony overgrowth. 

The diagnosis is supported by demonstration of 
other evidences of the basic neurologic disorder. 


Acquired Hemolytic Anemia 


Q. Do you advise splenectomy in a 54-year-old white fe- 
male with acquired idiopathic hemolytic anemia? 
Compensating hemolytic syndrome present since dis- 
covery of the disease (two years ago). A six-month 
course with steroids did not have any effect. 


A. From the information given it is not clear whether 
or not the patient described has any anemia. From the 
phraseology employed, I suspect that she does not. 
Under these circumstances there would appear to be 
little reason for treatment until there are definite symp- 
toms which might be attributable to the excessive rate 
of red cell destruction and production, i.e. asthenia, 
jaundice, etc. If there are not such findings, I cannot 


understand what criteria were employed for judging 
the effect of steroids. 
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With reference to splenectomy, it is of value in only 
approximately one-half of the cases of idiopathic ac- 
quired hemolytic anemia and is generally considered 
to be a second therapeutic choice to be reserved for 
those patients in whom adequate (about 10 grams) 
levels of hemoglobin have not been maintained by 
steroids and for patients in whom protracted steroid 
therapy has become too much of an economic burden 
or in whom steroids are contraindicated or have in- 
duced side effects which have prohibited their con- 
tinued useage. 

From the data given, none of these indications ap- 
pear to be present. 


Treatment of Hypertrophic Arthritis 


Q. A 62-year-old white woman has had hypertrophic 
arthritis for seven years. A number of joints are in- 
volved, but the knees are most seriously afflicted. 
These show bilateral lipping, spurs, narrowing of 
joint space and osteoporosis. When pain in the knees 
becomes intolerable, the joints are aspirated and 20 
to 40 mg. of a suspension of prednisolone is injected. 
This gives instant relief lasting two to six weeks. 
From 50 to 100 cc. of fluid is obtained each time the 
joints are aspirated. However, this fluid is getting 
thicker (15-gauge needle now necessary) and aspira- 
tion is becoming more difficult. Systemic treatment 
has included steroids and various analgesics. What is 
indicated ? 


A. This patient needs a general program consisting 
of weight control and reduction if overweight; a full 
program of corrective exercises including quadriceps 
set, abdominal, gluteal and foot and leg exercises should 
be instituted. A proper balance between activity and 
rest to avoid knee strain and fatigue is essential. Some- 
times a six-month period of using crutches properly is 
necessary to avoid knee strain while strengthening 
muscle supports. So far as the prednisolone injections 
are concerned, it would be well to give them routinely 
every two weeks or so before acute pain and swelling 
develop. 


Gallstones and Coronary Artery Disease 


Q. Should gallbladder stones (symptomatic), in a person 
with coronary artery disease, be removed surgically ? 


A. The treatment of gallstones that cause symptoms in 
a person with coronary artery disease must be individ- 
ualized. If the patient has had a myocardial infarction, 
one should not consider surgical intervention, unless 
driven to it, for at least six months after the convales- 
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cence from the infarction. If such a patient then has 
biliary colic or other symptoms that interfere with 
comfortable living, I would advise cholecystectomy and 
give a good prognosis. If one wishes to minimize length 
and extent of operation, cholecystotomy may be con- 
sidered. If the patient has not had coronary throm- 
bosis, but only angina pectoris, I would urge cholecys- 
tectomy, granting that the stones are present and the 
symptoms real. An attack of biliary colic is a harrowing 
experience and I think that it would be as likely to 
trigger thrombosis as quickly as might violent exercise. 
In short, each case must be considered on its own 
merits and the severity of the symptoms weighed 
against the cardiac status. In my experience, coronary 
disease has not been a contraindication to surgical 
treatment of gallbladder disease or of any other lesion 
for which operation is a necessity. 


Treatment of Menopause 


Q. A young woman has recently undergone surgical 
treatment that induced menopause. Please discuss the 
criteria for treatment of such a patient and describe 


the treatment. 


A. (This question was sent to both an endocrinologist and 
a gynecologist. Here are their opinions.) 


1. Many patients with a surgically induced meno- 
pause manifest no symptoms referable to the prema- 
ture cessation of ovarian function. Menopausal symp- 
toms have been claimed to occur in many patients 
years later, at the time of their normal menopause. In 
any case, no therapy is indicated in such patients un- 
less and until specific symptoms attributable to the 
absence of ovarian function appear, at which time the 
use of estrogenic hormones in the minimal doses 
adequate to control symptoms is indicated. 


’ 2. Although details are not given in the question, 
it is assumed that hysterectomy accompanied castra- 
tion and that the word “young” implies that the pa- 
tient is considerably below the usual age for natural 
menopause. 

Under these circumstances, and irrespective of the 
severity of the “castration symptoms,” it would be 
desirable to place this woman on oral estrogen therapy, 
at least until she has reached the age of 50. The pur- 
pose of the therapy is to prevent the early occurrence 
of osteoporosis and premature senile changes such as 
vaginal and vulvar atrophy. Any suitable oral estrogen 
(e.g. diethylstilbestrol, 0.5 mg. daily) could be used, 
but it is best to interrupt the course of treatment for 
four or five days each month. 
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Special Features 


~ Annual Report of the Executive Director 


1957-1958 


Mr. Mac F. Cahal presented his annual report 
on March 22, 1958, to the Academy’s Congress of Delegates 
at the Tenth Annual Scientific Assembly in Dallas, Texas. 


THE GROWTH OF AN ORGANIZATION, like children and 
trees, is cyclical. 

Today, on its tenth anniversary, the American Acad- 
emy of General Practice stands at a turning point in its 
history. We have come to the end of an era. As when 
climbing a mountain, we have come to a plateau where 
we can pause a moment before proceeding. From this 
vantage point we can look backward—and forward. 

As we look back over the road we have traveled, to 
assess Our progress, we experience a feeling of ex- 
hilaration. I think it fair to say that all of us, everyone 
who had any part in the combined effort that has 
brought us to this point in the history of progress of 
this branch of medicine in America—every member ex- 
periences what can only be described as a surge of 
pride. I have it. I know all the officers and directors 
with whom it has been my privilege to work this past 
year have it. I am sure all of you sitting in this Con- 
gress of Delegates share in this sense of achievement. 
Ours is the kind of joy that comes to the pioneer who 
teaches a landmark on a long and arduous journey. 

It was not an easy road. We were pioneers. Some 
prodigious obstacles were encountered and overcome 
along the way. Some had been anticipated; others 
totally unexpected occasionally faced us. Each in its 
own time and in its own way was examined, subjected 
to study by a commission or committee, and ultimately 
surmounted, This is what gives us pride at the end 
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of ten long, eventful and action-packed years. We've 
come a long way. Ad astra per aspera. 


Must Plan New Course 


But now as we pause on the plateau that marks the 
end of a decade, we must choose new directions. We 
must set new goals, aban- 
don some old ones, and plan 
a new course. A wrong de- 
cision here would make for 
naught the progress already 
achieved. It isa momentous 
occasion, calling for a clear 
understanding of what has 
gone before, complete can- 
dor in assessing our present 
position, and courage to 
strike out in néw directions. 

In his remarkable book 
comparing the theories of 
Oswald Spengler and the 
biologist Raymond Pearl, 
Edwin F. Dakin utters a 
truism that has special sig- 
nificance for us in these dy- 
namic times. He wrote: 
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ic, political, or cultural—which leaves its possessor 
wholly unprepared for tomorrow is of doubtful validity. 
Conversely, men who are not surprised when the future 
comes, lie very close to the truth.” 

We must be prepared for tomorrow. We must face 
the future realistically. We must base our actions on 
the kind of factual information that will give us true 
objectivity. This is the first desideratum, as I see it, 
to assure ultimate success in the Academy’s transcen- 
dent goals. 

When I began this, my tenth annual report to this 
distinguished body, I was undecided which of two 
courses open to me to pursue. I was tempted to review 
the past. 

But, to chronicle the story of the past ten years 
would be to repeat the accounting I have submitted 
to this congress each year since 1948. So, for a recital 
of the past activities and accomplishments of the 
American Academy of General Practice, I respect- 
fully refer you to the ten annual addresses I have pre- 
viously presented to this body and which have been 
published in the official proceedings. 


Academy Unifies General Practitioners 


As I reviewed these ten preceding reports (which 
now comprise a small book) a few landmarks stoo:! out 
with particular sharpness. First, and perhaps most 
important, stands the fact that the Academy today 
serves as a concerted medium through which the com- 
bined and unified voice of general practitioners in 
America may be articulated. Thus, the Academy early 
achieved one of its primary aims. In so doing it ful- 
filled what I regard as its most important single func- 
tion. As we turn our eyes toward the future and pre- 
pare to strike out anew, it seems to me immensely 
important that we zealously guard this vital position 
the Academy has assumed as the spokesman for all 
general practitioners in America. Competing voices 
can only tend to weaken this strong position and 
vitiate our influence. 

In pondering these facts one observes that in the 
Academy we have not one but three publics. All three 
must be kept in mind as we plan projects and analyze 
proposals. 


Membership Growth By Years 


Income and Expenses 
INCOME INCLUDES MEMBERS DUES AND FEES ONLY 
AFTER 1949 DOES NOT INCLUDE $5.00 IN DUES FOR GP SUBS. 
EXPENSES DO NOT INCLUDE ASSEMBLY OR GP 
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First is the public at large, the consumers of medical 
care. If you were to review the record of the past ten 
years I think you would conclude, as I did, that the 
Academy has achieved remarkable success in educating 
the public to an understanding of the important role 
of the family doctor and an appreciation of his con- 
tributions in medicine and health. 

Our second public is composed of other organiza- 
tions and agencies concerned with medicine in this 
country. That we have successfully established rapport 
with this public is eloquently attested, I believe, by the 
fact that the American Academy of General Practice 
has been accorded an important place at the council 
tables of American medicine. Daily there are evidences 
of this. I could recount scores of instances in the past 
year, for example, when other national agencies such 
as the American Medical Association or the United 
States Public Health Service sought information from 
the Academy’s staff or an opinion from one of its of- 
ficers or commissions on a matter of policy affecting 
the entire profession. Health agencies, government 
bodies, magazine and newspaper writers, pharmaceu- 


tical companies, all these turn to the Academy for 
information and advice. 

Ten years ago there was no place these people could 
go to find out what the general practitioners of America 
thought or desired. 

Our third public is composed of our own members— 
nearly 24,000 of them. In all honesty, I think we must 
confess that we have achieved less than complete suc- 
cess here. I’m afraid not all members are cognizant of 
the high aims and purposes of the Academy. I fear 
some of them have looked upon their membership as a 
matter of expediency and with motives not entirely al- 
truistic. 


Membership Should Be Higher 


The problem of communication is not peculiar to the 
Academy, of course. In all group effort there is a 
limitation of effectiveness imposed by the imperfec- 
tions of man’s present means of communication. Tak- 
ing a lesson from the new and challenging science of 
cybernetics we can observe the social phenomena of 


umber 2 


i, Utitization of Members’ Dues 1957 


ANNUAL ASSEMBLY IS SELF-SUPPORTING AND NOT SHOWN HERE 


Organizational Chart, 
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circular causation and feedback mechanisms in our 
own organization. If we had perfect communication, if 
there was complete understanding and uniformity of 
concept as to what the Academy really stands for, then 
I think our membership might be 48,000 instead of 
24,000. 

Conscious of these limitations, the Board of Direc- 
tors has approved several new projects that are cal- 
culated to improve communication with individual 
members and constituent state chapters. An expanded 
annual conference for state chapter officers and editors 
is one example. An improved Headquarters Bulletin 
is another. GP magazine, which has continued to 
garner awards for excellence, remains as our best and 
most effective medium for communication with mem- 
bers. But, new and additional media are being ex- 
perimented with. We are making intensive studies and 
surveys to obtain the facts necessary for a solution to 
this problem of communication with our own members. 

Each individual member can assist in interpretation 
of the Academy to others and to prospective members 
if he will make it a point to discuss its program with his 


AUTHORITY EXTENT OF RESPONSIBILITY 

| Congress of Delegates (Determining basic policy and a broad course of action) 
General... | Board of Directors (Planning, directing, coordinating and controlling ali activities) 
Director ‘Responsibility to general management for operation of respective departments) 


AS RELATED TO BASIC ACADEMY OBJECTIVES 
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colleagues in his local community. In so doing he can 
help to overcome the reticence of some 24,000 phiysi- 
cians whose names appear in the American Medical 
Association directory neither as specialists nor general 
practitioners but as “partial specialists.” These men, 
I submit, are general practitioners. Nearly all of them 
should be members of the Academy. If they could be 
convinced that this is their organization, then our 


membership could be almost exactly doubled. 


Name Change Merits Study 


With these thoughts in mind, I would direct your 
attention to the several resolutions to be considered 
here proposing a change in the official name of the 
Academy. Is it possible that such a simple thing as the 
change of one word in the official name of the organiza- 
tion would be the key that opened the door to these 
24,000 family doctors who are today neither fish nor 
fowl: I don’t know; I don’t think anyone knows for 
sure, but I think this proposal, which was first con- 
sidered back in 1953, merits your very serious con- 
sideration. 

Incidentally, the question of who is a family doctor 
and who isn’t and the ultimate disposition of this 
sizable group of family doctors who decline to admit 
that they are general practitioners may be at the heart 
of the question propounded in the consideration of 
another vital proposal before you at this meeting. I 
refer to the proposal for creation of an American Board 
of General Practice or General Medicine. 

Considerable light will be shed on these and related 
questions by a study conducted by the Opinion Re- 
search Center of Princeton, N. J., and concluded only 
last week, as part of an editorial project for GP maga- 
zine. The findings of this study will be available as a 
supplement to this report for the information of the 
reference committee considering proposals for a change 
in the name of the Academy. Through research we 
sought information to give you sufficient facts upon 
which to base a decision. 

Well, there are a few other landmarks that stand out 
on the ten-year record of the past. Some are worth 
passing mention. 


Reviews Basic Objectives 


At the very first meeting of the Academy, in 1947, 
three basic objectives were enunciated. One sought 
improved orientation for general practice in the under- 
graduate experience. Our efforts in this regard have 
paid dividends. Last year 22 of the 85 medical schools 
in this country were conducting special programs de- 
signed to prepare students for careers in family prac- 
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tice; in another 40 schools general practitioners were 
on the teaching staffs. 

A second objective called for establishment of resi- 
dencies for graduate training in general practice. Eight 
years later the American Medical Association approved 
the Academy’s “Essentials of an Approved General 
Practice Residency” and a joint committee of repre- 
sentatives of the Academy and the American Medical 
Association was established to evaluate and approve 
such residencies. Today, 204 hospitals offer approved 
general practice residencies. This too is a substantial 
dividend. 

A third stated objective was to insure that Academy 
members would have access to hospital facilities in 
their communities with staff privileges commensurate 
with their ability. The Academy developed a manual 
to accomplish this, outlining procedures under which 
general practitioners might obtain privileges on the 
staff. Its program for advancement and control of gen- 
eral practice in hospitals has received the official en- 
dorsement of the American Medical Association, the 
American Hospital Association and the Joint Com- 
mission on Accreditation of Hospitals. 

Although early surveys conducted by the Academy 
revealed that our members were, almost without ex- 
ception, on the active staff of a hospital, there were in- 
dications that new generations of generalists were be- 
ing restricted arbitrarily in their privileges or actually 
excluded as a class from staff appointments. This 
tendency has been largely overcome. 


Need Uniform Privileges 


Our problem today is not the same as it was ten 
years ago when actual exclusion was the threat. Rather 
itis the need to achieve uniform agreement concerning 
basic privileges to be embraced in general practice. 
This is the primary concern of a recently created spe- 
cial committee whose acronym is MUSE. Its first an- 
nual report will be presented to you today. 

So there are some prodigious problems yet unsolved. 
We have not yet arrived at Elysium. And, as we look 
back down the road we have traversed, with complete 
objectivity, I think we can see some mistakes we’ve 
made. Probably each of you has a different idea of the 
things we should have done or should not have done in 
the swiftly moving stream of events into which this 
young organization was launched. 

A few questions have occurred to me. Was it a mis- 
take for the Academy not to establish more rigid mini- 
mum requirements for membership a long time ago? 
Perhaps membership should have been extended only 
by invitation. Is it possible that we would be in a 
stronger position today had minimum standards of 
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graduate education been demanded of candidates for 
membership several years ago? Perhaps if we had made 
it harder to get into the Academy in the beginning 
there would have been a keener desire to obtain mem- 
bership. I am speaking here of graduate training re- 
quirements for candidates for membership, not of the 
Academy’s continuation study requirements. 


Criteria Should Be Rigid 


As for the latter, it is my purely personal conviction 
that we made a mistake by not establishing rigid cri- 
teria for the type of postgraduate training demanded 
for continued membership and then sticking to them. 
I think there have been too many changes over the 
years in the definition of these requirements and too 
great a disposition to compromise in their application. 
Today the Commission on Education is being impor- 
tuned by every conceivable kind of medical meeting 
and junket for approval under what used to be called 
“formal” credit and is now called “Category I” credit. 
This program might have been in a more stable condi- 
tion today had the .Academy resolutely set up mini- 
mum standards for formal postgraduate education 
courses and created machinery under which the Com- 
mission on Education would itself periodically inspect 
and approve or disapprove such courses. 

And, I wonder about other things. I think a dis- 
interested observer might sometimes have gained the 
impression that the fundamental principles and basic 


goals of the Academy were occasionally obscured by a 
preoccupation with means instead of ends. 

All this is typical perhaps of a youthful organi tion 
in which there is an excessive concern with the 
mechanics of democracy. Now that the Academy has 
gained adulthood, there will likely be less of this. Al- 
ways, fortunately, in periods of crisis, when vision, 
tolerance and true statesmanship were urgently 
needed, there appeared dedicated and determined 
men who supplied them. 

As for myself, I am proud to have had even a small 
part in this great undertaking. These ten years have 
been years of toil and turmoil for me. The pressure 
has been unrelenting. The constant demands in phys- 
ical energy have been unremitting. The stress of men- 
tal travail at times has been overwhelming. There have 
been bitter moments of failure and despair when en- 
couragement and confidence seemed to be sacrificed to 
pettiness and mistrust. 

But always I have been sustained by the inspiration 
that comes from participation, however humble, in a 
great and shining cause. These ten years have been in- 
finitely rewarding to me. The cherished friendships | 
have won along the way are among my finest posses- 
sions. 

It is given to few men to conduct their daily work in 
the promotion of a cause in which they have a near- 
religious fervor. I am grateful that through the Amer- 
ican Academy of General Practice this has been my 


opportunity. 


‘Escalator’ Clause 


Most Long Beach, California, physicians are participating in a health plan which is pegged to 


living costs. This plan provides that doctors’ fees will be paid in accordance with the cost-f- 

for Fees living index of the Bureau of Labor Statistics. When the index rises substantially, medical 
and surgical fees will rise proportionately. When the index drops, fees will be lowered ac- 
cordingly. Variations of less than 5 per cent will be ignored. 

The Physicians’ Health Plan, which has inaugurated this “escalator” clause, has enrolled 
85 per cent of Long Beach’s 507 physicians. Physician membership is expected to increase 
substantially under the new arrangement. 

The plan’s basic fee schedule conforms to the California Medical Association’s “relative 
value” fee guide. This index is based on the relative value of specific medical and surgical 
procedures—one in relation to another—not on a fixed dollar value. About 1,200 procedures 
are listed, with unit values assigned under four schedules: medicine, surgery, radiology and 


pathology. 


By accepting the medical association’s schedule, doctors participating in the Long Beach 
Physicians’ Health Plan will now be paid rates about 25 per cent higher than they have been 
receiving since 1955 when the plan was started. 

The Long Beach Plan was established as a service program without income ceiling or age 
limitations and offers medical, surgical and hospitalization benefits. The plan is now open 
to any employee group of 25 persons or more. About 5,000 persons are now covered, an 
increase of 90 per cent in the last year. 
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“THE DOCTOR AND HIS LIFE PLANNING’’ 


GP is privileged to publish a series of ten articles 

on the basic business problems affecting the practice 
of medicine today. Ten authorities discussed 

these problems at a recent Washington, D.C. forum 
sponsored by The Medial Council 

of the Washington Metropolitan Area 

and The Wm. S. Merrell Company. 

This is the second in the serves. 


Selecting Your Investments 


CARL HOLZHEIMER 


SELECTING INVESTMENTS is a highly personal matter. 
There is no meaningful nor continuous investment pro- 
gram that can be followed without very definite pre- 
liminary determinations. 

The first determination relates to your own needs for 
cash. Cash, as I use the word in this sense, doesn’t mean 
money that you may have put away in your safety de- 
posit box, and dollar bills, or one-hundred dollar bills 
that may be hidden away for some dire emergency. 
Instead, it means your ordinary operating cash require- 
ments. 

How much money do you have in the bank? What 
kind of balance ordinarily makes you comfortable? No 
one can answer that question for you. It’s a question 
that relates primarily to your need for mental comfort. 
It’s a question of whether you think one month’s in- 
come is enough, two months’, three months’ or four 
months’. Some people believe that any money that isn’t 
invested, in the sense of working for you and providing 
dividends or interest, is wasted. Others are quite un- 
comfortable unless they have rather sizable sums on 
deposit. How sizable? One month’s, two months’, three 
months’, four months’ living? No one can say but the 
individual himself. 

There are certain basic protections your family needs 
that are best filled with some kind of life insurance pro- 
gram. It may be that you have children and must con- 
sider their education. It may be that your age and their 
age is such that the most satisfactory method of 
handling their education is some kind of life insurance 
Program. If it is, I urge that in setting the principal 
amounts of the life insurance policies you use to ac- 
complish that purpose, you raise those amounts sub- 
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stantially above what you otherwise think you will need. 
Just as a rule of thumb measure, I would suggest that 
you raise them by a good 50 per cent. 


Must Assess Financial Personality 


As we approach the field of investments itself, there 
is nothing more important than a determination of your 
own personality in relation to investment problems. I’m 
not, of course, discussing personality as it relates to 
your medical practice, your social contacts or anything 
else. I’m referring to that relatively narrow phase of 
your personality that relates to and is influenced by 
financial considerations. 

In the investment counsel profession, we find many 
psychosomatic investors. I confess some of them are 
physicians. There are some people who are willing to 


of real estate so long as it is 
rent-producing, so long as 
there isa satisfactory tenant. 
However, these same inves- 
tors can’t eat their supper 
comfortably or perhaps 
can’t treat the next patient 
with full attention because 


General Motors declined 


Carl Holzheimer, who discussed 
“Selecting Your Investments" at the 
Washington forum, is an invest- 
ment consultant and a principal 
partner of Security Supervisors, 
Chicago. 
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two points that day and they own 100 shares of Gen- 
eral Motors. That is not meant as a facetious com- 
ment; I’m serious. It may well be that your personality 
makes a common stock investment program impractical. 
It may be that you can remain oblivious to a $25,000 or 
a $30,000 fluctuation in a $100,000 real estate invest- 
ment simply because you are unaware of the price that 
you might obtain ina sale tomorrow morning; yet there 
is absolutely no escape from the fact that General 
Motors either rose or fell one point. 

If you feel, after genuine soul-searching, that you 
are in a position, psychologically, mentally and emo- 
tionally to arrange your investment future just as cold- 
ly, logically and scientifically as you arrange your 
medical research, then perhaps the remarks I am about 
to make may be of help. 

In our office in Chicago, we frequently discuss pro- 
grams and plans designed to answer the questions of 
selecting your investments. The first conclusion that 
we find inescapable, and one with which we’ve lived 
throughout our entire business life, is that all answers 
are temporary. Perhaps in this respect our work differs 
not too greatly from your own. A patient comes to your 
office and you diagnose him. It may be that your medi- 
cal background and experience not only very strongly 
confirm the diagnosis, but you may have reason to ex- 
pect that a certain medical history will ensue. Yet 
I’m certain that not one of you would be willing to 
tell that patient that your diagnosis or the treatment 
you propose would guard him against an infectious 
invasion tomorrow morning. 


Set Attitudes to Be Avoided 


The same applies to an investment program. There 
is no conclusion that can be reached, no detailed sta- 
tistical analysis that can be made—be it of a company, 
an industry or of a business cycle—that is not subject 
to change. 


In this country, that’s a particularly difficult con- | 


cept, because it’s rather new. Most of us, at least insofar 
as your fathers and grandfathers were concerned, have 
been raised in an economy marked by so great a degree 
of stability and fixed price levels related to currency, 
that any ideas relating to fluctuating values of dollars 
are very difficult to grasp. In the rest of the world, in 
Europe and certainly among the wealthy people of the 
Orient, investment procedures since ancient times have 
included the necessity of considering fluctuating values 
in the currency. 

It’s very difficult to realize that we’re living in a 
world in which a conservative Republican president, 
who has spent all of his political life talking about 
balanced budgets and sound currency, should rather 
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recently have said that under present conditions a 
deficit may be preferable to a balanced budget. It’s 
quite new and quite difficult for us to accept and include 
this thinking in our own investment life. 

We’ve heard so much about inflation that the word 
comes very close to losing its meaning. For some time, 
we’ve been living in a period in which prices have been 
rising rather steadily. This is another way of saying 
that the dollar has been falling rather steadily. Although 
medical charges have not risen so much as some other 
things, it’s true that government statistics show medical 
costs 41 per cent higher than they were ten years ago, 
All costs are up. There isn’t a thing you do; there isn’t 
a hospital bill you approve for a patient; there isn’t a 
person you employ in your office for which you don’t 
pay more dollars than you paid two, four, ten or 15 
years ago. I suggest that this trend will not be re- 


versed quickly, nor for any appreciable length of time; 
and asa result, I believe that your investment program 
must relate primarily to this situation. We cannot ar- 
range the world the way we would like it to be; we can- 
not decide that inflation is bad and therefore that we will 
ignore it. We cannot decide that the Federal Reserve 
Bank has done this, that or the other thing incorrectly, 
and that we will therefore arrange our affairs as if they 
had not done so. We must look at the facts as they are 
and reach some kind of diagnosis that relates to those 
existing facts. 


Business Partnerships Recommended 


Obviously, you should divide your savings between 
bonds, savings accounts and stocks; but at Security 
Supervisors we feel that the outlook is so overwhelming- 
ly unfavorable to dollars that it is wise to commit the 
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maximum possible percentage to partnerships in Amer- 
ican business. When you have satisfied your basic 
security needs by insurance, savings accounts, bonds, 
or by whatever manner is most practicable in your per- 
sonal circumstances, then I recommend that you make 
your partnership in American business as large as 
possible. 

In attempting to do that, you run into a dilemma, 
because you cannot become a partner in American busi- 
ness with anything like the simplicity and ease that 
attaches to the purchase of a Treasury bond or the 
acquisition of a life insurance policy. You have to make 
a diagnosis. In effect the partnership means that you 
buy common stocks, and no two are alike. The prob- 
lems of deciding between one and another—to say 
nothing of the problems that relate to market cycles and 
business cycles and whether all securities are rising or 
all securities are falling—those problems are rather 
tremendous. 

So, you have practical operating problems, even if 
you do decide that this is a procedure you can and 
should follow. If your funds are adequate, and this 
roughly means $100,000, I urge you to employ invest- 
ment counsel. It’s very expensive, just as good medical 
work is expensive, but it’s the cheapest investment pro- 
cedure you can follow. 


Investment Trust Might Be Answer 


If your funds do not permit that, then you have a 
reasonable compromise through use of one of the large, 
well-established investment trusts. Such investment 
trusts pool funds of many different participants, apply 
tothose funds professional management and continuous 
supervision and in general develop what we, at least in 
our office at Security Supervisors, call an average result. 
Yet the word “‘average,”’ in this sense, is a far different 
thing from the investment result any businessman—be 
he a medical businessman or a “‘business businessman” 
—gets through sporadic, unorganized, occasional at- 
tention. The results will be very satisfactory. 

If, for any reason you do not believe it’s practical to 
obtain assistance in a professional manner following 
either of the patterns I’ve suggested, you’re left to rely 
upon a variety of financial firms. Yet, in my personal 
opinion, your ultimate decision shouldn’t be so much 
a question of financial firms as a question of individuals. 
In any brokerage firm, in any investment bankers’ or- 
ganization, in any bank, you will probably find some 
‘wo or three individuals who have the maturity, experi- 
ence, temperament and ethical approach to investment 
problems that will allow you, in good conscience and 
free of worry, to entrust your investment matters to 
their attention. | 
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Counselor Should Inspire Confidence 


I can’t give you the measuring sticks to apply to such 
people any more than you can give me the proper 
measuring sticks to apply to the selection of a physi- 
cian. The rules are pretty much the same: the general 
maturity of the individual and the reputation that he 
holds in his profession or in his community. But most 
important is the impression made upon you as you talk 
with this person. Do you think you can entrust your 
investment matters to this individual freely enough so 
that you won’t worry? Your time, your talents, every 
hour of your day, and many extra hours that unfor- 
tunately are not in the day, must be devoted to your 
profession. It would be foolish to allow any investment 
procedure to interfere with that 100 per cent concen- 
tration upon your life’s work. Somewhere, however, 
you must find the answer, and the answer can be found 
professionally or individually. Jf individually, then it 
must be with some person who strongly appeals to you 
and develops in you the kind of confidence you would 
so sincerely like to develop in your patient. 

Let me remind you that we live in a world vastly 
different from the laissez-faire world of 1929. It is quite 
possible that we will have economic calamities in the 
future, and it may well be that they will be economic 
calamities of a vast nature. But it is as certain as any- 
thing can be in the field of business and economics that 
those calamities will not follow the 1929 pattern. We as 
a people are completely unwilling to allow the down- 
ward development of a business cycle to follow a pattern 
similar to the 1929 experience. Long before we would 
let that happen, we would so tremendously depreciate 
our dollar that I believe we would have a major infla- 
tion problem to deal with, investment-wise, rather than 
a depression problem. 

I’m not ignoring 1958. I’m urging you to cast your 
own investment sights beyond it and to relate your pro- 
grams to a long-term, continuing inflation, in spite of 
what may or may not happen in 1958. I urge you par- 
ticularly to think always of the inflationary trend in 
which we live; to develop your cash, your bonds and 
your insurance to whatever extent is necessary for your 
peace of mind; to commit all other assets to partner- 
ships in American business, professionally if possible, 
otherwise, through some individual in whom you de- 
velop personal confidence. 

Before the business decline which is occasioning so 
much comment got very far, the President changed his 
budget, the Federal Reserve Board changed its policy, 
the Congress changed from cutting budgets to expand- 
ing budgets. These things may very well make 1958 
develop far more favorably than we now think possible. 
They will surely dominate the future. 
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Improving Nursing Home Facilities 


Academy Member R. B. Robins, Camden, Arkansas, 


represented the American Medical Association 
on May 21, 1958 in Senate hearings before 
the Housing Subcommittee and the Committee 
on Banking and Currency. His statement, 
urging FHA-insured loans for proprietary 
and nonprofit nursing homes, appears below. 
——PUBLISHER 


Mr. CHAIRMAN AND MEMBERS OF THE SUBCOMMITTEE: 

I am Dr. R. B. Robins, a practicing physician of 
Camden, Arkansas. I am testifying today at the request 
of the chairman of the Board of Trustees of the Amer- 
ican Medical Association, and I am pleased to give you 
the views of the American doctors on some of the prob- 
lems of caring for our aged citizens. I am a past vice- 
president of the AMA and past president of the 
American Academy of General Practice. 

My testimony today will be concerned with the med- 
ical problems that are peculiar to the aged, the facili- 
ties available to care for their ordinary housing needs 
as well as their medical needs, the cost of these serv- 
ices, and the role of the proprietary nursing home in 
helping to solve some of these problems. 

It is our understanding that the Federal Housing 
Administration presently is offering mortgage insur- 
ance for construction of large nonprofit institutional- 
type homes for the aged, which may have a section for 
those needing nursing care. 

My remarks today will be directed solely toward 
pointing out the need for a similar program of loan 
guarantees for proprietary as well as nonprofit organi- 
zations. I want to point out that currently 71 per cent 
of nursing home patients are cared for in proprietary 
institutions. 

As the basis for my testimony, I want to state that 
the American Medical Association, through its Board 
of Trustees, has approved and will support a govern- 
ment-insured loan program of the FHA type for non- 
governmental hospitals and nursing homes, whether 
their ownership is of a nonprofit or a proprietary 
character. 
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In recent years, the problems of the elderl, haye 
attracted an ever-increasing amount of national atten. 
tion, both within the government and among groups 
and associations outside government. This is under- 
standable since the proportion of our population over 
age 65 is increasing at a rate that might be described as 
amazing. In 1900 there were only three million of 
these elderly citizens. Now there are approximately 15 
million. Already they represent nearly 9 per cent of 
our entire population, and the trend has not yet 
leveled off. 

Not one, but many, factors explain how mankind has 
been extending its life span—advances in medical 
science, a new awareness of the principles of nutrition, 
better working conditions that allow more men and 
women to reach retirement age, and better housing. 
All of these factors and others have contributed to the 
increased longevity of our population. 

New problems naturally attend such gains, many ot 
which can only be solved by persons skilled in furnish- 
ing medical care and nursing services. 

From its beginning more than a century ago the 
American Medical Association has been deeply in- 
volved in medical aspects of caring for the aged. At 
work now in this field are three active committees 
attached to the Association’s Council on Medical 
Service. They are the Committee on Aging, the Com- 
mittee on Indigent Care and the Committee on 
Medical and Related Facilities. 

Our work in these fields has been performed in co- 
operation with other interested agencies. In 1946, 
representatives of the AMA met with representatives 
of the American Hospital Association, American Public 
Health Association and the American Public Welfare 
Association, to establish the Interim Committee on 
Chronic Illness which, in May, 1949, was changed to 
The Commission on Chronic Illness, with representa- 
tives of the general public, industry, labor, agriculture, 
education, religion, social sciences, journalism, health 
and welfare. 

A number of studies were made. One of these I will 
leave with you, entitled ‘Nursing Homes, Their Pa- 
tients and Their Care,” published by the United 
States Public Health Service which cooperated in this 
study. 

Although the commission was disbanded as such in 
June, 1956, the cooperating organizations continue to 
work on the parts of the program in which they are 
best qualified. The Council on Medical Service of the 
American Medical Association still prints the News 
letter on Chronic Illness. 

This interest of the AMA continues right down the 
line to the family physician who is on the scene when 
the various medical crises occur in the lives of olde 
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people. A majority of our constituent state medical 
scieties have formed committees on aging and are 
making their contributions. In addition, as a recent 
development, a series of regional meetings, sponsored 
by the AMA, has been held to stimulate local action in 
bringing the best possible medical care to senior 
citizens in their homes, in physicians’ offices, in 
nursing homes and in hospitals. 

I would like to mention several other concrete 
achievements that are the result of cooperative under- 
takings of the medical profession, the hospital and 
nursing home people, the insurance industry and the 
drug industry. 

First, new treatment and surgical procedures have 
been developed to ease the discomforts of the ill and 
disabled aged, and in many cases to rehabilitate them 
to the point where they can take care of themselves and 
often return to employment. Some examples of this are 
cortisone, antibiotics, tranquilizers, early ambulation 
of operative cases, physical and occupational therapy, 
early evaluation of seriously ill and injured for vo- 
cational guidance and training. 

Second, enrollment of older people under voluntary 
health insurance has increased at an encouraging rate 
in recent years. It has gone up about 100 per cent in 
the last seven years alone. Presently, exclusive of the 
approximately three million older persons who re- 
ceive public assistance, more than 50 per cent of those 
over 65 have some form of health insurance. 

Third, the American Medical Association has 
joined with the American Hospital Association, the 
American Dental Association and the American 
Nursing Home Association in formation of the Joint 
Council to Improve the Health Care of the Aged. The 
council’s long-range goal is better health for all the 
aged, Its most immediate concern is working out 
answers to meet the financial and social problems that 
accompany chronic illness. 

Fourth, hospitals are actively experimenting with 
gradations of care, a new concept that attempts to fit 
the patient to the type of care he needs, but not for 
complete hospital care when that is not required. 

Fifth, for the last year, representatives of the Ameri- 
can Medical Association and the American Nursing 
Home Association have been meeting regularly to 
prepare improved medical care standards for the 
nursing homes, standards that admittedly are badly 
needed in some sections of the country. 

In February of this year the first national conference 
on nursing homes and homes for the aged was held here 
in Washington. I offer for the record a summary of 
that conference’s report, containing information sup- 
porting our request for action in this field. 

Most of the aged ill or disabled can, and are, best 
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cared for in the physician’s office or in their homes; 
still others require care in a medical facility. The 
question is, do these people need care in a general 
hospital at a cost of $20 to $25 per day? Some of them 
do, but others could receive the maximum professional 
attention their condition calls for in a less expensive 
facility—a properly constructed and operated nursing 
home, with professional medical and nursing care at 
hand or readily available. I am speaking now of older 
people with conditions that are chronic, such as 
hypertension, diabetes, arthritis, paralysis of ex- 
tremities. 

There is a much larger group that requires some 
nursing and medical care and that could be provided 
for quite satisfactorily in private homes. Yet, for many 
reasons, the relatives—if there are relatives—are not 
in a position to take in these older people. They need 
housing, and some medical care, but not hospital care 
in many cases. Yet, many thousands of them are in 
hospitals, merely because there are not suitable nurs- 
ing homes or other chronic disease facilities. 

This situation points up the critical need for new 
and improved facilities tailored to the specific health 
requirements of the older citizens. Nursing home ad- 
ministrators have appeared before your committee 
earlier. They have convincing evidence, accumulated 
over recent years, that they can’t provide the services 
they want to provide in quality or in quantity because 
they are unable to obtain the credit they need on 
reasonable terms. 

The normal lending agencies just are not making 
loans to proprietary nursing homes in any significant 
volume. The lenders have their reasons because the 
homes generally are one-purpose structures, unattrac- 
tive as a straight commercial risk even though fore- 
closures are rare. 

As doctors we all realize the great need for attrac- 
tive, clean, safe nursing 
homes, where we can be 
sure that our older patients 
will receive the proper nurs- 
ing care under our direc- 
tion and where the costs 


will not be prohibitive. 


Through Hill-Burton 
and other programs, the 
federal government for 
years has been assisting 
public and nonprofit hos- 
pitals through money 
grants. The proprietary 
nursing homes are not ask- 
ing grants but only a feder- 
al guarantee to make it pos- 
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sible for them to obtain the mortgages they need. They 
will pay the going rate of interest including the mort- 
gage insurance premium and will repay the loans. 
We strongly urge this committee to consider an 
insured type loan for which proprietary and nonprofit 
nursing homes could qualify under FHA. This would 
stimulate the local lending agencies and bring about an 
atmosphere that would produce the needed capital. 


In conclusion, I want to emphasize that I do not 
know of a single group in the medical field that does 
not now urge the construction of special facilities for 
the chronically ill and for the aged. That is exactly 
what a well-equipped, well-administered nursing home 
is. All medical authorities with whom I have been in 
contact believe this to be one of the really critical 
medical shortages today. 


WHAT OTHERS 
ARE SAYING... 


UNTIL RECENT YEARS a physician or surgeon who was inclined to confine his work to the prac- 
tice of medicine was able to do so with a minimum of outside interference. That happy state 


no longer holds. He now finds himself playing the role of a captive and unpaid employee of 


countless insurance companies. 

Today each mail and a goodly number of the patients who come to the office bring forms of 
every conceivable size, shape and color, each of which must be filled out carefully from top to 
bottom else the patient will not be reimbursed for his hospital or medical expenses, or the time 
lost during his illness, or he may be in danger of not having an insurance policy renewed, ora 


Forms 
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... Forms 


new policy issued, as the case may be. All of this means the physician finds his desk littered 
with insurance blanks every time he returns to his office and a considerable amount of time and 
attention is diverted from the patient and directed to filling out these interminable forms. 

It is true that for many patients a health and accident policy of some type is the only form 
of medical security available. The fault lies not in the policy but in the antiquated, wordy, 
unnecessarily long and repetitious forms the physician or surgeon is called upon to complete. 
Some of the insurance blanks obviously were prepared before hospitals had come into general 
use, for there is no provision for indicating that the patient is or has been hospitalized. Other 
forms make no reference to possible surgery. These shortcomings are not so surprising when 
encountered in a weekly pay policy but it is discouraging to find the same type of forms adopt- 
ed by some of the established insurance companies which have branched out recently into 


this type of medical coverage. 


The most irksome policies require a weekly recapitulation of the entire dreary set of ques- 
tions, many of which overshoot or fall short of the mark which they obviously were designed 
to attain. The fact that a patient patently is going to be incapacitated for a period of weeks or 
months does not permit the bypassing of a single answer for a single week lest the patient 


lose the benefit of the policy. 


The blandness with which the insurance company assumes that the most overworked phy- 
sician will answer in detail each question, regardless as to how irrelevant it may be from the 
standpoint of the patient’s physical status, is epitomized by the query as to whether this is the 
only insurance company from which the patient is receiving payments and if not, to enumerate 
the other companies. For unmitigated nerve this is one for the record. 

The difficulties encountered by the physician frequently are compounded by an inability 
or disinclination on the part of the patient to fill out his part of the form. This means that just 
as the physician completes his part and as he turns to resume the work for which he spent 
many years preparing himself, the patient will say, ‘Doc, I don’t understand these things. 


Won’t you fill out my part, teo?” 


There are some outstanding and refreshing exceptions to the rule that a prepaid medical 
policy must be stupidly worded. The pink sheet of the Blue Shield Plan is a pleasure to be- 
hold. Even the Medicare blank, which of necessity must be detailed, is simple compared te 
most of the insurance forms. These, however, are exceptional. 

Medicine is extending its boundaries in all directions and has made more progress in the 
past half century than in all of preceding recorded history but each day physicians waste 
valuable time filling out health and accident forms which were outmoded before they were 
adopted 50 years ago. A reform in this matter is long overdue but unless the physicians de- 
mand it we will continue to be imposed upon just as we have been in the past.—H.J.W., 
Virginia Medical Monthly, Vol. 84, No. 10, page 542. 
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Better Mental Health. Proceedings of the National Health Forum. 
Pp. 118. Price, $1.50. National Health Council, 1790 Broadway, 
New York, 1957. 


THIS BOOKLET is a report of the 1957 National Health 
Forum conducted by the National Health Council on 
March 20, 21 and 22 at Cincinnati, Ohio. 

The Forum had for its topic in 1957 “Better Mental 
Health—Challenge to All Health Services.” This is an in- 
teresting booklet for all general physicians. It will re- 
awaken their interest in the problems faced by both pa- 
tients and physicians. Some of the proper approaches to 
these problems are enumerated by well-known authorities. 
The participants are too numerous to mention, but it is 
worth noting that Dr. Andrew Tomb, Chairman of the 
AAGP Liaison Committee on Mental Health, was one who 
participated. 

The American Academy of General Practice should play 
a much larger role in the National Health Council in the 
years to come, and I believe that the Liaison Committee 
of the Academy, cooperating with the same committee of 
the American Psychiatric Association, is a major step in 
this direction. 

I recommend this volume for all members of the Acad- 
emy and all general physicians. 

—I. Puiurs FROHMAN, M.D. 


Your Patient. Edited by Samuel Liedman, M.D. Pp. 
170. Price, $5.00. J. B. Lippincott Co., Philadelphia, 1957. 


Tuis Book is packed with thought-provoking ideas and 
suggestions that the alert and advanced doctor can incor- 
porate into his practice of medicine. The chapters are made 
up of a series of lectures given at the North Shore Hospital 
in Winnetka, Ill. The authors are leading contributors in 
the fields of medicine, psychiatry, education and counsel- 
ing, and the subjects covered are all of interest and value 
to the practicing physician. Of most interest to me were: 
“The Unique Position of the Physician in our Society,” 
“Psychological Preparation of the Individual for Medical 
and Surgical Care,” ‘Problems of Adult Life,” ‘Pre- 
marital Counseling,” ‘Marriage Counseling” and ‘“Prob- 
lems Related to Grandparents.” 
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Practitioner's Bookshelf 


At times I wished Dr. Liedman had edited more vigor- 
ously. However, some of the subjects I would find of less 
interest would probably be of greatest interest to others. 
The practical nature of most of the material presented is a 
compliment to the editor and organizers of the lecture 
series and to the cooperation of the contributors. The book 
is interesting and easy to read; and although it will be of 
interest to all practicing physicians, it will be of especial 
value to general practitioners. 

—Srantey R. TRUMAN, M.D. 


Headache Diagnosis and Treatment, 2nd ed. By Robert E. Ryan, M.D. 
Pp. 421. Price, $6.75. The C. V. Mosby Co., St. Louis, 1957. 


Since THIs book has appeared in a second edition it must 
have answered a need, but I continue to find it disappoint- 
ing. Headaches are a common problem for general practi- 


-tioners and all other specialists, so such a dissertation 


should have wide appeal. Dr. Ryan undoubtedly knows a 
great deal about headaches, but he fails to communicate 
efficiently to his readers. The writing is repetitive, redun- 
dant, and the treatment is dated. The index is adequate, 
but arthritis is not included. There are six illustrations, all 
in the chapter on “Physiologic Basis of Head Pain,” which 
do not particularly add to the discussion. 

This volume does have some merits. It is, as usual with 
Mosby, well produced. The chapter on history-taking is 
worth while. This may partially meet the requirements of 
seeking a monograph on headache. For the man seeking 
specific directions in treatment, this volume could serve 
only to disappoint. The problem of differential diagnosis 
remains confused in spite of these 421 pages. 

—Rosert H. TInKER, M.D. 


Die Gezielte Diagnostik in der Praxis. By Dr. Robert N. Braun. Pp. 
196. Price, $18.80. Friedrich-Karl Schattauer-Verlag, Stuttgart, 
Germany, 1957. 


THE TITLE is somewhat confusing for the American reader 
because the word “‘Praxis” does not refer to the neurologic 
term for ability to carry out motor acts, but refers to the 
practice of medicine in contradistinction to theory. This 
volume therefore compiles frequency of symptoms and 
fundamental symptoms for different disease complexes. 
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sleepers 


® Although advanced age itself is not detrimental 
to sleeping well, elderly people who live alone, 
including both widows and widowers, sleep less well 
than those who are married. Sleep during the day 
does not cut into nightly rest in this group. 

* * * 


* Sleep paralysis may occur more often than realized. 
It happens just before and after sleeping, lasts from 
a few seconds to a few minutes—may be 


It is not necessarily accompanied by narcolepsy or 
catalepsy. Depending upon the case, psychological, 
physiological or no treatment may be given. 

* * * 


“Come, sleep, O sleep, the certain knot of peace, 

The baiting place of wit, the balm of woe 

The poor man’s wealth, the prisoner’s release, 

Th’ indifferent judge between the high and low. . . .” 
—Sir Philip Sidney 


You can trust LorusaTe®—new intermediate- 

acting barbiturate—to bring sleep quickly 

and dependably. It puts patients to sleep in fifteen to 
thirty minutes—sleep that lasts a natural sleep 

span of six to eight hours. Former insomniacs awake 
refreshed—without lethargy. LorusaTr’s new 

form, slender purple Caplets,® is not easy for patients 
to recognize, will appeal to those who resist 

“sleeping pills,” particularly geriatric patients. And 
add a prescription for Lotusate to the next 
International Certificates of Vaccination that you 
make up for a traveler-patient. 


LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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accompanied by the inability to speak or hallucinations. 


Moreover, the author demonstrates a broad knowle« ze of 
medical literature of many countries. In addition to these 
factors, he also presents timely information on the im. 
portance of the art of medicine, and on the relationship 
between specialist and general practitioner and coiipari- 
sons between hospital inpatients and patients seen in 
general practice. However, since the book is written in 
German its usefulness is limited for American physicians. 

—F. M. Forster, 


An Atlas of the Commoner Skin Diseases. By Henry C. G. Semon, 
F.R.C.P. Pp. 375. Price, $20.00. The Williams ¢> Wilkins Co., 
Baltimore, 1957. 


An Atlas of the Commoner Skin Diseases is in its fifth edition 
and now includes a total of 153 excellent color photographs 
of the more common skin lesions. Accompanying each 
photograph are abbreviated clinical descriptions of the 
common dermatologic disorders, along with the differential 
diagnosis when essential, and some methods of therapy. 

The text is concise and to the point and is not intended 
to take the place of a more exhaustive textbook on this 
subject. The printing, paper and color photographs are all 
of the very highest quality. 

The book is good for diagnosis of the common skin 
diseases frequently seen in the general practitioner’s office 
and would be a practical addition to the bookshelf. 

A. Corrapo, 


Training of the Lower Extremity Amputee. By Donald Kerr, B.B.A. 
and Signe Brunnstrom, M.A. Pp. 272. Price, $6.50. Charles C 
Thomas, Springfield, Ill., 1956. 

Tue NAME of the book would imply that it was written 

mainly for the benefit of physical therapists and for ampu- 

tation centers. The value of the manual, however, is greatly 
enhanced by the fact that almost one-third of it is devoted 
to such material as adjusting to the amputation, to the 
preprosthetic period and to lower extremity prostheses. 

Practical hints for everyday activities are also given. The 

book contains valuable advice to the amputee who wants 

to participate in sports and other types of recreation. 

It is exceptionally well written by two people who rate al 
the top in their fields. Mr. Kerr is an above-knee amputee 
who is now director of an amputee rehabilitation center. 
Miss Signe Brunnstrom is a physical therapist who has de- 
voted many years to amputee training in the United States 
Navy, the Veterans Administration and many rehabilita- 
tion centers. She is presently consultant in the field of am- 
putee training to the Institute of Physical Medicine and 
Rehabilitation, New York University-Bellevue Medical 
Center. 

The book is well organized, with a very detailed table of 
contents. Through the use of line drawings and photo- 
graphs, the text becomes readily understandable and can 
easily be followed by the amputee as well as by the instruc- 
tor. 

Specialized programs for amputee rehabilitation are 
being established in many hospitals. There are, however, 
wide areas where this specialized service is unavailable. 

The general practitioner is, in many cases, the only 
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medical person available to guide the amputee who is dis- 
charged from surgery. The book contains all pertinent in- 
structions to enable him to help his amputee patients in 
their early postoperative periods, in the selection of limbs 
and in the training for their use. 

—WiuuaM A. TosBeRG 


Year Book of Drug Therapy, 1957-1958. Edited by Harry Beckman, 
M.D. Pp. 518. Price, $7.50. The Year Book Publishers, Chicago, 
1958. 


Dr. Harry Beckman has again, in his usual thorough man- 
ner, compiled a fine review of the latest thoughts on drug 
therapy. His editorial comments which follow many of the 
articles are splendid in that they balance the authors’ en- 
thusiasm with a realistic criticism. 

The editorial by Dr. Beckman, found in the opening 
pages, is in itself worth the price of the book. He takes 
medical organizations and journals to task for prostitution 
of medical practice through allowing advertisement of 
drugs with accompanying unsupported claims. He calls 
upon someone within the medical profession to dedicate 
himself to the cause of fighting the sales methods utilized by 
some pharmaceutic firms, stating that at present these 
nonmedical business-minded people are dictating the 
methods and standards of medical practice. I should like 
to point out that Dr. Beckman sounds rather dedicated 
himself and that he has already started the crusade. More 
power to him! —ArMon A. CAIRO, M.D. 


The Lower Urinary Tract in Childhood. By Sven Roland Kjellberg, 
Nils Olof Ericsson and Uf Rudhe. Pp. 298. Price, $18.00. The 
Year Book Publishers, Inc., Chicago, 1957. 


On THE basis of a large clinical experience, the authors dis- 
cuss the major anatomic defects of the lower urinary tract 
in childhood. The emphasis is clearly on the radiographic 
manifestations of each condition with somewhat less con- 
sideration of clinical features, endoscopy and treatment 
and results of treatment. There are several reproductions 
of x-rays to illustrate the authors’ points. 

The work is well organized and authoritative. The sub- 
ject matter makes the book unsuitable for the general prac- 
titioner, but it may well serve as a working guide to the 
pediatric urologist. —LEONARD B. BERMAN, M.D. 


A Textbook of Clinical Neurology With an Introduction to the History 
of Neurology. Sth ed. By Israel S. Wechsler, M.D. Pp. 782. Price, 
$11.00. W. B. Saunders ¢ Co., Philadelphia, 1958. 


Tuis is the thirty-first year since the first edition of this 
textbook reached the American medical profession. Most, 
ifnot all, of the younger and middle-aged neurologists now 
busily engaged in writing were weaned in the neurologic 
sciences on Wechsler’s earlier editions. Throughout the 
years this book has maintained a high tradition for presen- 
tation of organic neurologic information. The text is clear 
and lucid; the illustrations are well done; the material is 
treated with the care one would expect from a-scholarly 
physician like Dr. Wechsler. 

In this eighth edition the format has been changed 
slightly and the paper is not quite so glossy, thus making 
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Kashmiri rain-hats 


sleep from 


Former insomniacs awake refreshed, without lethargy, 
after sleep from Lotusate, new intermediate-acting 
barbiturate. This somnifacient acts in fifteen to thirty 
minutes—sleep lasts from six to eight hours. 


Lotusate looks different—comes in slender 
purple Caplets®°—120 mg. (2 grains). 
Adult somnifacient dosage: 1 purple Caplet 

15 to 30 minutes before retiring. 


New somnifacient brings sleep— 
without lethargy 


LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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ALL CLINICAL CONSIDERATIONS POINT TO ATARAXOID 


GP Volume XVIII, Number 2 
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UNPRECEDENTED CORTICOID THERAPY 


in asthma, arthritis-rheumatism, 
dermatoses 


prednisolone-hydroxyzine 


MULTI-BENEFICIAL ACTIONS: 
ANTI-INFLAMMATORY, ANTI-RHEUMATIC — 
providing high potency corticoid ef- 
ficiency of prednisolone 


TENSION RELIEF — includes the re- 
markably safe and dependable action 
of hydroxyzine.! Eliminates fre- 
quent anxiety-induced exacerbations 
to complement corticoid control.2 


MUSCLE RELAXATION — hydroxyzine 
also directly relaxes involuntary 
muscle spasm* for added relief of 
tension-induced aggravation. Per- 
mits at times lower corticoid dos- 
ages.? 

ANTISECRETORY—hydroxyzine also 
suppresses excessive gastric acid 
secretion’ (other tranquilizers actu- 
ally increase acid secretion). To- 
gether with lower corticoid dosage, 
g.i. side effects and other corticoid 
complications are strikingly mini- 
mized, 


CONFIRMED by effectiveness in 95% of 
1717 cases® (over half inadequately 
controlled by previous therapies) 
and an 11% incidence of side effects 
(mostly mild and/or transient). Also 
provides lower cost maintenance 
therapy. 


| 5$.0— scored green tablets, 5.0 
mg. prednisolone (STERANE®) and 10 mg. 
hydroxyzine hydrochloride (ATARAX®), 
bottles of 30 and 100. 


| 25 —.scored blue tablets, 2.5 
mg. prednisolone and 10 mg. hydoxyzine 
hydrochloride, bottles of 30 and 100. 


| 1.0 — scored orchid tablets, 1.0 
mg. prednisolone and 10 mg. hydroxyzine 
hydrochloride, bottles of 100. 


1. Shalowitz, M.: Geriatrics 11:312, 1956. 2. 

Warter, P. J.: J. M. Soc. New Jersey 54:7, 1957. 

3. Hutcheon, D. E., et al.: Paper presented at 

Am. Soc. Pharmacol. & Exper. Therap., Nov. 

8-10, 1956, French Lick, Ind. 4. Strub, I. H.: To 

be published. 5. Individual Case Reports to 
ical Dept., Pfizer Laboratories, 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc, 


Brooklyn 6, New York 
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for a better reproduction of photographs and for a greater 
ease in reading. The illustrations are essentially the same as 
in previous editions except for an added illustration of 
electroencephalic changes in epilepsy. Some additions have 
been made to the bibliography since the last edition. 

Dr. Wechsler has for several editions included as a final 
chapter the introduction to the history of neurology. This 
plays a distinct role in bringing to neurologists the great 
traditions in the field of neurology. 

—Francis M. Forsrer, M.D. 


A Primer for Coronary Patients. By Robert J. Needles, M. D. and 
Edith M. Stoney. Pp. 176. Price, $3.75. Appleton-Century 
Crofts, Inc., New York, 1958. 


Tuis 1s a remarkable little volume packed with facts on 
heart disease to help the coronary patient adjust his life to 
his pathology, and to allay his fears about his disease. It is 
the kind of book every physician who treats coronary pa- 
tients could well keep by his desk for loan. Dr. Needles has 
drawn on his vast geriatrics experience for dozens of human 
interest examples of what to do and what not to do. Mrs. 
Stoney has embellished a scientific treatise with a style both 
appealing and understandable to the patient. The book is 
designed to assist the physician, not to supplant him. 

In providing background information, the patient is told 
about the influences of heredity, sex, body build, fats and 
diabetes in coronary disease. Excellent drawings supple- 
ment the text. 

In explaining the warning symptoms, Dr. Needles ex- 
plains the trigger mechanism of “exertion, tension, a full 
stomach and cold or windy weather.” I have memorized his 
directions to the wife of the angina patient whom he in- 
structs to administer the nitroglycerine tablet and wait 
exactly ten minutes, then phone him again, for a differen- 
tiation between anginal pain and coronary occlusion. 

Overweight, cholesterol and fats are discussed quite 
completely. Work and play are given a going-over. A 
typical warning: “Don’t expect, if you have angina pec- 
toris, to work from nine to five, commute home and attend 
a party at the golf club that evening. In fact, if your day has 
been more than normally strenuous, better call off the 
Tuesday bridge session with the neighbors. There'll be 
other evenings for that, and tonight you need your rest!” 

The mechanism of coronary occlusion is discussed, with 
the follow-up treatment. Accent is on return to normal 
living, with controls. For the cardiac neurotic, there is 
much of value: discussion of chest pain, palpitation, un- 
even heartbeats, shortness of breath, etc. 

A final section on questions and answers for cardiac pa- 
tients is added. This treats of forms of exercise, alcohol, 
sunburn, heredity, nervous tension, indigestion, diet, hy- 
per- and hypo-thyroidism and a program for living. 

Dr. Needles and Mrs. Stoney have put into one little 
volume all the warnings and assurances we spend hours 
repeating to our coronary patients. For a loaner, the book is 
superb. And, incidentally, considering the incidence of 
coronary disease among the members of the fraternity, we 
might even profit by reading it ourselves. 

—J. S. DeTar, M.p. 
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both cause and fear 


ATTACKS 


“In diagnosis and treatment [of cardiovascular diseases] 
... the physician must deal with both the emotional and 
physical components of the problem simultaneously.” 


The addition of Miltown to PETN, as in Miltrate, 
“*...appears to be more effective than [PETN] alone in the 
control of coronary insufficiency and angina pectoris.’ 


1. Friedlander, H. S.: The role of atarazics in cardiology. Am. J. Card. 1:398March 1958. 
2. Shapiro, S.: Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dec. 1957. 
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OCTOR, FACT! 


THE ,DIAPHRAGM 
WITH THE 


cONTOURING 


COIL SPRING 
OFFERS YOU AND YOUR PATIENTS 
MORE BENEFITS THAN ANY OTHER TYPE 


| 1. Expressly designed to assure your patient_ease of insertion and auto- 
matic placement. 

2. Conserves physician's time by reducing fitting and instruction period. 

3. Patients learn faster and develop greater confidence because of the ease 
with which they learn to place and use the diaphragm. 

4. Affords greater patient protection by locking in spermicidal lubricant 
and delivering it directly under and next to the os uteri. 


5. Folds behind pubic bone with suction-like action forming a more 


FIG. 1 effective barrier. 
6. Simple to remove. 
coy When compressed, diaphragm forms into semi-curve or half-moon shape 
(Fig. 1) permitting it to pass easily along floor of the vagina beyond cervix 


(Fig. 2) without any difficulty. No mechanical inserter or introducer is re- 
quired (Fig. 2) since the KORO-FLEX will not buckle or butterfly in form. 


KORO-FLEX (contouring) Diaphragm is ideal, not only where ordinary 
coilspring diaphragms are indicated but for Flat rim (Mensinga) type 
as well. 


FIG. 2 May be used in cases of mild 
prolapse, cystocele or rectocele. 


Suggest the convenient. ical 

; KORO-FLEX COMPACT 60-95 mm 
Sanitary plastic bag with zipper closure. 
Diaphragm, tube KOROMEX Jelly (3 oz.), 
Cream (1 oz. trial size). 
Available at all prescription pharma- 
cies. Write for descriptive literature. 


FIG. 3 4 : 
HOLLAND-RANTOS COMPANY, 145 HUDSON STREET, NEW YORK 13, N. Y. 
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AN ACADEMY OFFICER'S PROFILE 


Nebraska Chapter Founder 
Becomes Director 


One of the three new directors to be elected at the 
Academy’s Tenth Anniversary Assembly in Dallas this 
year was Dr. Paul S. Read of Omaha, Neb., a recipient 
of the Bronze Star Decoration during World War II 
and a willing and tireless worker on behalf of the 
Academy. 

Dr. Read, also a newly-appointed member of the 
Academy’s Commission on Legislation and Public 
Policy, has never missed an AAGP Assembly. Begin- 
ning with the first one in Cincinnati, he has attended 
every session of the Congress of Delegates either as a 
delegate or an alternate from Nebraska. 

Last year at the St. Louis Assembly he served as 
chairman of the Reference Committee on Public 
Policy. This year he chairmanned the Reference Com- 
mittee on Hospitals. From 1952 to 1955 he was a mem- 
ber of the Academy’s Commission on Hospitals. 

Statewise, Dr. Read helped shape the destiny of the 
Nebraska chapter and served as its first president. He 
had a big hand in promoting and organizing a meeting 
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of general practitioners in May 1949 which resulted in 
the formation of the Cornhusker chapter. Ever since 
its organization, Dr. Read has served as chairiian of 
the chapter’s Hospital Committee. 

The son of a minister, he was born December 9, 
1898 in Crested Butte, Colo. to James L. Read and 
Edith Nash Read. Dr. Read received his bachelor of 
arts degree from Grinnell College, Grinnell, Ia., and 
was graduated from the University of Nebraska College 
of Medicine in 1926. The following year he took a 
general rotating internship at Omaha’s Clarkson 
Hospital. 

The next eight years found Dr. Read in general 
practice at Worland, Wyo. and active in both medical 
and civic affairs. He served as president of the Lions 
Club in 1930; in 1932 he headed Northwestern Wyo- 
ming Medical Society. He was county coroner for two 
years before moving to Omaha in 1935 where he has 
since been in practice. 

**Practice as usual” was interrupted in 1942 when Dr. 
Read volunteered for duty in the Army during World 
War II. Entering service as a captain in the medical 
corps, he was discharged as a lieutenant colonel four 
years later. 

During the first three years Dr. Read commanded 
station hospitals in Illinois, Honolulu and Guam. He 
headed the first Army hospital to go ashore at Guam. 
While serving as executive officer of 334 General 
Hospital on Tinian in 1945 he won the Bronze Star 
Decoration. Following the war, Dr. Read continued to 
command a medical reserve unit until 1954. 

Since settling in Omaha in 1935, Dr. Read has been 
quite active in the Nebraska State Medical Association. 
He served in its house of delegates from 1948 through 
1954, was councilor of the first district for the succeed- 
ing four years and during 1955-1956 he was a member 
of the State Medical Health Committee. He has been a 
director of Nebraska Blue Shield for many years. 

Locally, he is completing a term as president of 
Omaha-Douglas County Medical Society, serving dur- 
ing 1957-1958. He has been particularly active in the 
society’s Committee on Professional Ethics and served 
as its chairman in 1953. He has also devoted con- 
siderable time to other leading committees— program, 
legislation and public policy, and blood and blood 
products. 

In Omaha he serves on the active staff of Immanuel 
Hospital where he was president of staff in 1953-1954, 
on the associate staff of Clarkson Hospital and on the 
courtesy staff of Children’s Hospital. 

Director and Mrs. Read have two children- 
Marietta, who is Mrs. Charles Schwend of San Pedro, 
Calif., and Paul Thomas Read, a news writer and 
reporter on Radio Station WOW in Omaha. 
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Infectious Diseases Symposium Faculty To Be Six Top-Rated Authorities 


Six Hours of Category | Credit, Special 
Discussions and Social Events Planned 


THE ENTHUSIASM still in evidence from last year’s 
highly successful Symposium on Infectious Diseases 
holds promise of an even larger enrollment at the 
Academy’s second annual symposium next month in 
Kansas City. Six hours of Category I postgraduate 
study credit will be received by all members attending 
the day-long session. 

The September 19 symposium is being jointly 
sponsored by the Academy, the University of Kansas 
Medical Center and Lederle Laboratories. The program 
will again be held in Battenfeld Auditorium which is 
located in the Continuation Center-Student Union 
Building on the medical center’s campus in Kansas 
City, Kan., a short distance from AAGP headquarters. 

The key program planners have been Dr. Jesse 
Rising, representing the Academy’s Committee on 
Scientific Assembly, and Dr. Robert Weber of the Uni- 
versity of Kansas Postgraduate Education Department. 

Registration will get under way at 8:30 a.m. pre- 
ceding the opening of the symposium at 9 o’clock. 
Academy President Holland T. Jackson of Fort Worth, 
Tex. will preside at the morning session and give the 
official welcome. 

Three nationally recognized authorities have been 
selected to set the pace for the day. Dr. Robert I. 
Wise, Jefferson Medical School, Philadelphia; Dr. 
William M. M. Kirby, University of Washington, 
Seattle and Dr. Harry F. Dowling, University of 
llinois, Chicago, will each present half-hour presenta- 
lions on staphylococcal infections during the morning. 

The first of the three speakers, Dr. Wise, will devote 
his presentation to ‘Modern Methods of Diagnosis.” 
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Dr. Wise, associate professor of medicine at Jefferson 
Medical College, is a diplomate of the American Board 
of Internal Medicine and an associate in the American 
College of Physicians. He holds a bachelor of arts degree 
and his M.D. degree from the University of Texas, a 
master of science degree and a Ph.D. in bacteriology 
from the University of Illinois. 

Dr. Wise’s experiences have given him a rich back- 
ground in the field of bacteriology. He was assistant 
professor in bacteriology at University of Texas 
Medical College, Galveston from 1943 to 1946, a fellow 
in medicine at the University of Minnesota from 1951 
to 1953 and assistant professor of medicine there the 
following two years before going to Jefferson Medica 
College. 


Trio to present three facets of staphylococcal infections— The sympo- 
sium’s opening speakers, Dr. Robert Wise (left to right), Dr. William 
M. M. Kirby and Dr. Harry Dowling, will speak on diagnosis, 
epidemiology, and control and treatment, respectively. The audience 
will have an opportunity to confront the trio with questions con- 
cerning staphylococcal infections. 
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Sept. 19 


Staphylococcal Infections: 


Steroids in Infectious Diseases: 
New Respiratory Vaccines: 


Acute Glomerulonephritis: 


Rost. WISE, M.D., Jefferson Medical School 
Wo. KIRBY, M.D., University of Washington 
H. F. DOWLING, M.D., University of Illinois Postgraduate Education 


R. C. ELEY, M.D., Harvard University 
THOs. WARD, M.D., Notre Dame University 


THOS, HAIGHT, M.D., University of Oklahoma important discussions at the national level. 


Sept. 20-21 


SECOND ANNUAL SYMPOSIUM STATE OFFICERS’ CONFERENCE 
ON INFECTIOUS DISEASES* "COUNCIL OF THE CHIEFS” 


Hospital Relations 


Convention Management 
State Chapter Publications 
Membership Techniques 


Hear and participate in these vitally 


AAGP’s National Headquarters 


*Sponsored jointly by the American Academy of General Practice, Kansas University Medical Center 


and Lederle Laboratories. 


PLUS THESE INTERESTING EXTRAS 


* Cocktail Receptions 
* Bi with Important Medi- 
cal Speaker 
* Special Entertainment for the Ladies 
* Tours of National Headquarters 
Building 
* Baseball—K.C. Athletics vs Chicago 
White Sox 
MAKE YOUR PLANS NOW- {9° 
Use This Form for the Best Hotel Reservations 
(AL reservations will be in Hotel Mueblebach 
unless otherwise requested) 
HOTEL RATE SCHEDULE 
SINGLE (1 Person) $ 8.00 to $20.00 
DouBLE (2 Persons) $12.00 to $18.00 
$13.00 to $28.00 
SurTEs (2 Room) $25.00 to $60.00 


SuITEs (3 & 4 Rooms) ........$40,00 to $75.00 
PARLOR-BEDROOM ..................$12.00 to $28.00 
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THE AMERICAN ACADEMY OF GENERAL PRACTICE 
Volker Boulevard at Brookside, Kansas City 12, Missouri 

1 will attend Symposium on September 19 [_] 

| will attend Conference, September 20, 21 ([] 

My wife will (-] will not ([] accompany me. 

Please reserve Banquet tickets, September 20, at $6.00 each. 


Please make reservations for Nelson Gallery Tour and Tea (Sept. 20) a 
$2.00 each. 


Please reserve (type of room). for (number persons). 
AM AM 


Arrival date PM Departure date ie 


Name (Print) 


Address. City. 
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For his part of the program Dr. Wise will warn that 
specimens must be collected with care in order to pre- 
yent contamination by staphylococci which may play no 
role in the infection. 

Dr. Wise admits that staphylococci are among the 
most ubiquitous bacteria. He also admits the diagnosis 
of staphylococcal pneumonia and _ staphylococcal 
enterocolitis are difficult to make and yet treatment of 
these infections must be instituted with effective anti- 
biotics and without delay. 

Dr. Wise will discuss laboratory procedures which 
aid in diagnosis and treatment and he will present 
methods of bacteriophagic typing of staphylococci. 

The second facet of the staphylococcal infections 
discussion, that of “New Concepts in Epidemiology,” 
will be presented by Dr. Kirby, professor of medicine 
at the University of Washington. 

Dr. Kirby will point out that while much has been 
learned, many aspects of the epidemiology of staphy- 
lococeal infections remain obscure. He believes that 
much of the current interest in such infections is un- 
doubtedly due in part to an increased incidence of 
antibiotic-resistant cases. In addition, increased aware- 
ness of the problem has led to greater accuracy in 
diagnosis. 

However, he points out that there are many instances 
in which the contributory role of a hospital-acquired 
infection remains unrecognized. In others, the diag- 
nosis is established but the epidemiologic implications 
are not appreciated. 

In his presentation Dr. Kirby will call attention to 
dinical syndromes in different age groups, with empha- 
is 0n the more obscure varieties. He will present the 
current status of the role of the nasal carrier, modes of 
spread in the nursery, patient-to-patient transmission 
and isolation of infected cases. 

A graduate of Cornell University Medical College, 
Dr. Kirby holds a dozen society memberships, having 
been particularly active in the American Society for 
Clinical Investigation, American Federation for Clini- 
cal Research, Western Society for Clinical Research, 
American Trudeau Society and Pacific Northwest 
Trudeau Society. Before becoming professor of medi- 
cine at the University of Washington in 1955, he served 
asassociate professor at the school, had been instructor 
in medicine at Stanford University and in 1947 had 
been a visiting investigator with Rockefeller Institute 
for Medical Research. 

Completing this phase of the program will be Dr. 

ling, professor and head of the Department of 
Internal Medicine at the University of Illinois and 
chief of medicine at the Research and Educational 
Hospitals. 
“Control and Treatment” will be the topic of his 
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contribution to the discussion. Dr. Dowling will deal 
with the treatment of staphylococcal infections, par- 
ticularly the more serious infections and those due to 
resistant staphylococci. He will consider the role of 
antibiotic combinations and other newer antibiotics in 
the management of these infections. 

Dr. Dowling, an honor graduate from George 
Washington University School of Medicine, Washing- 
ton, D. C., holds membership in such select groups as 
Phi Beta Kappa and Sigma Xi, in addition to some 
eight other distinguished societies. His field of research 
has been concerned primarily with infectious diseases, 
including the methods of action of serum, sulfonamides 
and antibiotics. 

He is author of approximately 150 scientific articles 
and has published the following books: The Acute 
Bacterial Diseases; Their Diagnosis and Treatment and 
Tetracycline. 

Before going to Illinois, Dr. Dowling had been 
clinical professor of medicine and chief of the George 
Washington Medical Divison of Gallinger Municipal 
Hospital. 

Among the honors afforded him has been the Merit 
Prize in Medicine, particularly for his research in 
pneumonia, by the Washington Medical and Surgical 
Society. 

The morning recess will be highlighted by a coffee, 
courtesy of Lederle Laboratories, and will be served 
just across the hall from the auditorium. A similar 
repast is planned for the afternoon recess. 

Following the coffee, a panel discussion will be held - 
with the three morning speakers serving as participants 
and with Dr. Robert Weber of the University of Kansas 
as moderator. 

A little more than an hour has been set aside for this 
discussion which will include questions from the 
audience. Last year’s registrants will recall that a 
similar session was one of the most stimulating parts 
of the entire program. Physicians in the audience will 
have an opportunity to ask questions concerning any of 
the three presentations or on problems related to the 
subjects. 

There will be no official luncheon, but registrants 
are invited to purchase lunch in the medical school 
facilities. An hour and a half has been allowed before 
the symposium reconvenes. 

At 1:30 p.m., the afternoon program will get under 
way with Dr. Herman Drill, chairman of the Academy’s 
Committee on Scientific Assembly, serving as presiding 
officer. 

Three individual presentations, two evaluating 
newer therapeutic agents and one reviewing one of the 
more perplexing disorders, will make up the first part 
of the afternoon session. 
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Fostex degreases the skin 


and helps remove blackheads 


Fostex contains a combination of surface 
active agents (Sebulytic*) which: 

< Completely emulsify excess oil so that 
it is quickly washed off the skin. 


< Penetrate and soften comedones, 
unblocking the pores and facilitating 
removal of sebum plugs. 


Fostex dries and peels the skin 


< The Sebulytic base of Fostex dries and 
promotes peeling of the skin . . . actions 
enhanced by the keratolytic effects of 
_ micropulverized sulfur and salicylic acid. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl 
polyether sulfonate, sodium dioctyl sulfosuccinate.) 


Fe is easy for your ti to use 


< Patients stop using soap on affected skin 
areas. Instead they use Fostex for thera- 
peutic washing of the skin. The Fostex 
lather is massaged into the skin for 5 min- 
utes—then rinse and dry. 


WESTWOOD Pharmaceuticals 
Division of Foster-Milburn Co. 
468 Dewitt Street * Buffalo 13, New York 


FOSTEX CREAM 

for therapeutic washing of 

skin in the initial phase of acne 
treatment, when maximum 
degreasing and peeling 

are desired. 


FOSTEX CAKE 


for maintenance therapy to : 
keep skin dry and substantially . 

free of comedones. 
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The first of the three 
speakers will be Dr. R. Can- 
non Eley, assistant clinical 
professor of pediatrics at 
Children’s Hospital, Har- 
vard Medical School. His 
topic will be “The Role of 
Steroids in Contagious 
Diseases.” 


Dr. Eley holds member- 


R. C. Eley, M.D. 

His presentation will cover 
the role that steroids now 
play in combatting infectious 
diseases. 


and fraternal organizations 
and has held such positions 
as president of the New 
England Pediatric Society. 
A pediatrician for 26 years, 
Dr. Eley received his M.D. 
from the University of Virginia. During World War 
If he served as a captain in the Navy, engaged in 
the field of chemical warfare and medical intelligence. 

Dr. Eley’s positions in and near Boston are myriad. 
He is consultant in pediatrics to 11 well-known area 
hospitals, is chief of pediatric service at Mt. Auburn 
Hospital, Cambridge, Mass. and chief consultant of 
pediatric service at the U. S. Naval Hospital, Chelsea, 
Mass., in addition to his duties at Children’s Hospital. 

Concerning the role of steroids, Dr. Eley says that 
steroids, particularly cortisone, have now been em- 
ployed as therapeutic agents in the treatment of 
contagious diseases to permit an appraisal of the 
advantages as well as their disadvantages or possible 
dangers. 

On September 19 he will discuss the effects of these 
agents on measles, mumps, varicella, acute polio- 
myelitis, smallpox vaccination, etc. with particular 
reference to the influence of steroids on the clinical 
course of these infections. 

The second afternoon topic, “A Review of the New 
Respiratory Vaccines,” will be presented by Dr. 
Thomas G. Ward, associate 
director of Lobund Insti- 
tute at the University of 
Notre Dame. Dr. Ward, a 
graduate of Baylor Univer- 
sity College of Medicine, 
also received a master’s de- 
gree and a doctorate in 
public health at Johns 
Hopkins University. 

During World War II 
and the four years which 
he spent with the Army 
Medical Corps, he served 
in numerous key posts in 


Thomas Ward, M.D. 

He believes that control of 
mild respiratory diseases ts 
now a technical problem. 
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ship in a dozen.professional — 


the Preventive Medicine Service, leaving the service 
as a colonel. 

Before going to Notre Dame, Dr. Ward was asso- 
ciate professor of the Department of Microbiology at 
Johns Hopkins University. In addition to his present 
work at Lobund Institute, Dr. Ward is consultant to the 
Great Lakes Naval Medical Research Unit, consultant 
to the Atomic Energy Commission and associate mem- 
ber of the Commission on Respiratory Diseases of the 
Armed Forces Epidemiological Board. 

As a preview of his discussion, Dr. Ward says that 
the respiratory disease vaccines which are being de- 
veloped in the field of virology are the only ones which 
have shown an ability to prevent disease under condi- 
tions which meet acceptably scientific criteria. 

Dr. Ward points out that the adenovirus vaccines as 
used in the Armed Forces and among volunteers have 
demonstrated a reduction of 80 to 90 per cent in the 
hospitalized cases. The vaccines consisting of a mixture 
of Types 3, 4 and 7 have shown such propensity in pre- 
venting acute respiratory disease in recruits that the 
Army is adding this vaccine to its list of immunizing 
agents to be received by each recruit entering the 
Army. This program will begin in September. 

Dr. Ward will cover some of the vaccines still in the 
experimental and developmental stage against agents 
that have been reported as causing mild respiratory 
diseases, especially in the cases of pneumonitis in 
infants. 

Dr. Ward believes the control of mild respiratory 
diseases, including the common cold group, is now a 
technical problem. The methods and know-how for the 
isolation and characterization of new viruses and the 
production and use of effective vaccines are now at 
hand. 

The last of the symposium’s six speakers will be Dr. 
Thomas H. Haight, assistant professor of medicine and 
of preventive medicine and public health at the Uni- 
versity of Oklahoma School 
of Medicine. 

The youthful Dr. Haight, 
a graduate of Harvard Med- 
ical School in 1948, is 
presently on leave of ab- 
sence from the University 
of Oklahoma and is asso- 
ciated with Cornell Med- 
ical College Department of 
Medicine and New York 
Hospital. 

Before going to the Uni- 
versity of Oklahoma, Dr. 
Haight had been a re- 
search fellow in infectious 


Thomas Haight, M.D. 

Says majority opinion deems 
constant prophylaxis with 
antibiotics not only unwise 
but risky. 


171 


4 
J _£ = 
4 
4 7 
met = 


1 tablet q. 12 h. to prevent angina pectoris 


Provides full 24-hour protection for 8 
out of 10 angina patients: In rigorous 
‘clinical trials} METAMINE SUSTAINED 
improved 80 (78%) of 103 patients 
with angina pectoris, including a group 
refractory to other medication. 


Each METAMINE SUSTAINED tablet 
slowly releases 10 mg. of METAMINE, 
the unique, amino nitrate, to provide 
lasting, 12-hour protection from 
attacks of angina pectoris. 


Simplified dosage — just 1 tablet on 
arising, and | before the evening meal. 


Greater economy—costs less than q.i.d. 
therapy in long-term angina control. 


Supplied: METAMINE SUSTAINED, 10mg., 
bottles of 50 sustained-release tablets. 
Also available: METAMINE, 2 mg., in 
bottles of 50 and 500, and METAMINE 
(2 mg.) with BUTABARBITAL (% gr.), 
bottles of 50 tablets. 


1 Fuller, H. L. and Kassel, L. E.: Antibiotic Medicine and Clinical Therapy, 3:322, October 1956. 


Metamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


Shes. Leeming ¢ Ge 155. 44th St., New York 17, N.Y. 
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diseases and assistant in medicine, Thorndike Me- 
morial Laboratory, Boston City Hospital and Harvard 
Medical School and had served two years at the Great 
Lakes Naval Medical Research Unit as a clinical re- 
search assistant medical officer in infectious diseases 
and as library officer. With this background, Dr. 
Haight has been selected to speak on the final topic, 
“Diagnosis and Control of Acute Glomerulonephritis.” 

In releasing what he might say concerning the 
diagnosis of glomerulonephritis, Dr. Haight says that 
while it is by no means new to associate the disease 
with the preceding beta-hemolytic streptococcal infec- 
tion, it has been necessary to re-evaluate the diagnostic 
criteria so commonly employed. He points out that 
careful studies of massive outbreaks have shown that 
glomerulonephritis may be completely asymptomatic, 
while wielding its mighty forces of devastion in terms 
of prognosis and longevity. 

Dr. Haight says it often is difficult to distinguish 
glomerulonephritis from acute pyelonephritis, es- 
pecially since current evidence indicates that pye- 
lonephritis is far more common than presently sus- 
pected. He will review all current data on diagnosis. 

In the matter of controlling the disease, Dr. Haight 
points out that the beta-hemolytic streptococcus is the 
oflender that must be eradicated, but only under 
circumstances of mass outbreaks of streptococcal infec- 
tions, with resulting nephritis, should widespread anti- 
biotic prophylaxis be undertaken. 

He stresses that while acute glomerulonephritis has 
been shown to follow only infections by a few strains of 
the beta-streptococci, it may possibly be a sequel to 
infections by other strains. 


However, Dr. Haight adds, since immunity to the 
streptococcus is type-specific, it is at present the 
majority opinion that constant prophylaxis with anti- 
biotics is not only unwise but risky. Dr. Haight 
promises to point out other features in the control of 
acute glomerulonephritis at the time of his presenta- 
tion. 

Upon completion of Dr. Haight’s talk and the after- 
noon coffee, the afternoon panel discussion will get 
under way. Drs. Eley, Ward and Haight will answer 
questions and Dr. Weber will again serve as moderator. 

Following the discussion all registrants will be in- 
vited to be guests of Lederle Laboratories at a cocktail 
party to be held at Hotel Muehlebach. 

Wives of registrants will also have a special pro- 
gram. Lederle will be host at a luncheon for them 
Friday noon at the Muehlebach and will sponsor the 
afternoon activities. 

Scheduled entertainment for the ladies will continue 
throughout the weekend for the wives of state officers 
who will be attending the Annual State Officers’ Con- 
ference in Kansas City on September 20 and 21. On 
agenda will be a subscription luncheon at Hotel 
Muehlebach followed by a special tour of the nationally 
renowned Nelson Art Gallery and a tea. Tickets will be 
sold at ladies’ registration. 7 

Both the doctors and their wives are invited to the 
cocktail party and dinner on Saturday evening in 
Hotel Muehlebach following the first day of the con- 
ference. Dinner tickets for $6 may be purchased on 
arrival in Kansas City. 

The Professional Men’s Insurance Agency will spon- 
sor the Saturday cocktail party. 


Trends and Events in the Nation’s Capital 


From GP’s Special Washington Correspondent 


Just As INCREASED. PAY has stemmed the tide of resigna- 
tions from medical services of the armed forces, and 
cilitated procurement of new personnel, so is the 
salary increase recently granted Civil Service workers 
expected to make it easier for the federal government 
to hire and keep civilian physicians. 

The 10 per cent raise is applicable not only to 
thousands of M.D.’s working full time in federal plants, 
military installations and civilian hospitals but also to 
those employed by Veterans Administration who are 
not under Civil Service. 

Number of positions for top scientific and profes- 
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sional personnel paying up to $19,000 a year is in- 
creased to 322. Maximum pay for classified employes in 
Grade GS-18 is increased from $16,000 to $17,500. A 
large proportion of these high positions are assigned to 
Public Health Service and its medical research arm, 
National Institutes of Health. 

**New higher pay for federal workers will give con- 
siderable support to our efforts to recruit and retain 
the well-qualified workers required to operate the gov- 
ernment’s important programs,” said Harris Ells- 
worth, chairman of Civil Service Commission and 
former congressman from Oregon. 


SBA Trend Continues 


May, latest month for which figures have been com- 
piled, saw no interruption in the trend toward in- 
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Anorexia upon arising must often be dealt 
with as part of a therapeutic regimen. In addi- 
tion to the well-known syndrome of early preg- 
nancy, several other causes of “‘breakfast ano- 
rexia”’ are recognized. Generally psychological 
in character, they include fear or lack of en- 
thusiasm in facing the day, distaste or intol- 
erance for the fried and fatty foods commonly 
served at breakfast, and habit patterns such 
as late rising with the inevitable morning rush. 
Obese patients who “cannot” eat breakfast 
tend to overeat during the day in order to 
overcome the deficit. 


When “breakfast anorexia’? must be over- 
come, physicians find that a dish of steaming 
oatmeal as the main food at breakfast is a great 
help in the solution of this problem. Its inviting 
warmth and delicious taste make the oatmeal 
dish appealing even when appetite is poorest. 
It also provides readily available energy for a 
morning of productive work; it helps to allay 
hunger throughout the morning; it makes a 
notable contribution to the day’s nutritional 
needs; it is low in fat, and is easily digested. 


Oatmeal is richer in protein than all other 
whole-grain breakfast cereals. It ranks among 
the highest in thiamine, and contributes other 

ker Oat d Mother’ : 
B vitamins as well. It is outstanding for its 


meal offered by The Quaker iron content. 
Oats Company, are identical. F 
Both brands are available in The correction of ‘breakfast anorexia” can 
pat yt race be made easier in many ways by a morning 

of. canal dish of oatmeal and milk, so quickly and easily 


nutrient value. ' prepared, and so gratifying. 


The Quaker Oats @mpany 


CHICAGO 
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creased utilization of Small Business Administration 
by medical and health enterprises. 

Loans were granted to three proprietary hospitals, 
six nursing homes and four private practitioners. All 
were at rate of 6 per cent, the highest allowable. In 
some instances, local banks shared the loan with SBA, 
a federal agency which aids small business in various 
ways. 

= loans went to Arcade Hospital, North Sacra- 
mento, Calif., $196,000; Wahepton Rehabilitation 
Center (nursing home), Wahepton, N.D., $135,000; 


mend Hospital and Clinic, Johnstown, Pa., $90,000. 

Other institutional recipients were: Anthony Home, 
Macon, Ga., $77,200; Doyle Nursing Home, Chicago, 
$10,000; Helgeson Nursing Home, Sauk Rapids, 
Minn., $20,000; Hamilton County General Hospital, 
Hamilton, Tex., $75,000; Salter Nursing Home, New 
Meadows, Idaho, $20,000. 

Practitioners approved for loans in May: Drs. 
Francis W. Summers, La Canada, Calif., $20,000; 
Donald E. Sonius, Twin Falls, Idaho, $9,000; Robert 
Wendell Packard, Twin Falls, Idaho, $7,000; John E. 
Miller, Spenard, Alaska, $55,000. 


Doctor-Representatives Run Again 


Barring the unexpected, all five members of the 
House of Representatives who are doctors of medicine 
will run for re-election this fall. Four are Republicans 
and one is a Democrat. 

Reps. Thomas E. Morgan (D-Pa.) and Walter H. 
Judd (R-Minn.) are leading members of the Foreign 
Affairs Committee. Rep. A. L. Miller (R-Neb.) is ac- 
tive in insular affairs and supervision of the District of 
Columbia government. Rep. Ivor D. Fenton (R-Pa.) 
devotes most of his committee work to appropriations 
matters. 

Only Rep. Will E. Neal (R-W.Va.) takes an aggres- 
sive interest in public health and medical legislation. 
Of the five physician-members, he is the oldest (age 
82) but the most junior in congressional tenure. This 
isonly his second term. Drs. Miller and Judd have 
been House members since 1943; Dr. Morgan since 
1945; Dr. Fenton since 1939. 


Health Security Statistics 


Possibly the most accurate estimates of health insur- 
ance coverage by persons aged 65 and over are those 
recently published by Social Security Administration. 
They were prepared by Agnes W. Brewster, of SSA 
Division of Program Research. Following are some of 
the findings : 
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In the aged population as a whole, there were 365 
insured persons per 1,000. About 85 per 1,000 were 
covered for hospitalization only while 280 per 1,000 
held insurance which included surgical services. 

For every 1,000 men 65 and over, 392 possessed in- 
surance of one type or another. For women, the num- 
ber was 342 per 1,000. The difference was attributed to 
the fact that men have a higher rate of participation in 
the labor force. 

Nearly one-half of the population in age bracket 65- 
69 had hospitalization coverage, compared to about 
one-fourth in the group aged 75 and over. 

Married persons were much more likely to be cov- 
ered than nonmarried persons, if in the 65-74 bracket, 
but after age 75 the number insured per 1,000 married 
was about the same as for the nonmarried. 

' The Brewster report concludes: 

A fairly high level of insurance protection exists 
among persons in the labor force and among married 
persons. Those with low incomes, on the other hand, 
and those who are neither in the labor force nor 
married to a person who is or has recently been in the 
labor force largely lack such protection. 

Until the time comes when the aged population is 
composed almost entirely of persons who were insured 


_ through their work, or under family policies as a 


spouse, and when insurance can be continued after age 
65 by most persons—including widows after their 
family policy has been terminated by the death of their 
spouse—it appears that large segments of the aged 
population will live out their years without this form 
of personal security.” 


Also see the AMA Washington Report, opposite page 196. 


Spring Board Meeting—Appointments to Academy commissions and 
committees took up a large portion of the two-day spring meeting of 
the Board of Directors in Kansas City. Shown presiding at one of the 
May 17-18 sessions is Board Chairman John Walsh, Sacramento, 
Calif. 
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UnrorTUNATELY, the American Medical Association, 
at its annual meeting June 23-27 in San Francisco, 
couldn’t come up with an equally potent remedy for 
handling UMW, Medicare and United Funds difficulties 
as it did for another irritating problem—poison ivy. 

The newly-announced antidote for poison oak and 
poison ivy sufferers is a pill, now available to the pub- 
lic without prescription, which is said to give immunity 
in as high as 95 per cent of its users. Dr. Robert J. 
Langs of Albert Einstein College of Medicine, New 
York City, reported on the pills which are known as 
Aqua Ivy Tablets. 

What the AMA house of delegates lacked in a smooth 
running attack against the long-controversial miners’ 
health program was made up in spirit, resulting in a 
slap at its own Council on Medical Service for not 
having taken some action against third party interven- 
tion and the closed panel plan. 

In a house vote, the delegates reversed the recom- 
mendation of the council and of the Reference Com- 
mittee on Insurance and Medical Service which asked 
that final action on the old resolution (the Philadelphia 
meeting asked for immediate action) to battle the 
UMW’s plan be postponed until the commission now 
studying medical care programs could report at the 
interim session in December. 

Instead, the house voted 110 to 72 for an immediate 
nationwide publicity campaign condemning “the cur- 
rent attitude and method of operation” of UMW’s 
medical care program. The project will be carried out 
through AMA headquarters in Chicago by the board 
of trustees. 

A Colorado delegate led the way in getting immedi- 
ate action. He asked that the committee report be 
amended to urge the board of trustees to “proceed 
immediately with the campaign” against the mine 
workers’ program. 

Support also came from a California delegate who 
said that while California did not have the mine work- 
ers’ program, it did have similar closed-panel programs 
set up by Industrialist Henry J. Kaiser and other 
groups, “covering a quarter million to a half million 
families.” 

Hence, he added, “‘California would like to get ac- 


tion, too—even if it’s necessary to get a new commit- 
tee to do it.” 


Opposes United Campaign 


The AMA’s stand on inclusion of voluntary health 
agencies such as American Heart Association and 
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AMA Votes To Launch Publicity Campaign Against UMW Health Program 


American Cancer Society in united charity campaigns, 
upset still another of its committee’s recommendations. 

The result is that the AMA shall oppose the affilia- 
tion of health agencies with united charity campaigns. 

The reference committee report had urged only 
“top level conferences” on the problem. The dele- 
gates, however, decided: “It is the firm belief of the 
American Medical Association that these agencies 
should be free to conduct their own programs. . .” 

The point at issue was the evidence that serious 
problems concerned with the raising and distribution 
of funds have arisen since the development of the con- 
cept of united community effort. 


Holds to 1957 Medicare Policy 


Another hot issue at this 107th annual meeting was 
Medicare. The Texas-sponsored resolution asking other 
state medical associations to join Texas Medical Asso- 
ciation in terminating state contracts on Medicare and 
requesting the AMA either to see that the Medicare 
law is repealed or modified came to naught. 

Instead, the house adopted the reference commit- 
tee’s decision that it is not possible to set up a national 
policy as requested in the Texas resolution and said 
that the matter should be left to the decision of the 
individual states in negotiating their Medicare con- 
tracts. This policy decision was originally reached a 
year ago at the meeting in New York. 


Hypnotism with Limits 


The use of hypnotism won the endorsement of the 
AMA although the delegates made it plain that they 
favored only limited use in medical and dental practice 
and condemned it as a means of entertainment. 

Without debate they adopted a declaration of the 
trustees which said hypnotism for healing purposes 
should be administered only by doctors qualified to 
diagnose the ailment to be treated and that no doctor 
should use it on anything except the diseases he is 
competent to treat. 

In other house actions, resolutions opposing the 
Forand Bill (pending federal legislation to give free 
hospitalization to retired social security beneficiaries 
and their dependents) were carried without argument. 
Any compulsory social security coverage of physicians 
themselves was likewise opposed. 

In actions of special interest to Academy members 
the house of delegates: 

Approved a resolution asking that the AMA suggest 
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get greater relief* 
with 


Novahistine 


than with 
antihistamines alone 


*greater relief...because a distinctly 
additive action is obtained by combin- 
ing a sympathomimetic with an anti- 
histaminic drug. 


tastes good! 


There’s no fuss when giving Nova- 
histine Elixir to children...they like 
the good taste. Mothers appreciate 
how easy it is to give. 


Each 5 cc. teaspoonful contains: 


Phenylephrine hydrochloride 5.0 mg. 
Prophenpyridamine maleate 12.5 mg. 


PITMAN-MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 


to the dean’s committees that physicians restrict their 
activities to Veterans Administration hospitals \ hich 
admit only patients with service-connected disabiiities, 

Reiterated AMA opposition to the requirement of 
board certification as the sole qualification for hospital 
staff appointments and requested that AMA repre- 
sentatives on the JCAH exercise their influence to 
direct that board certification not be used as the sole 
qualification for staff appointments in hospitals ap- 
proved by the commission. 

Commended the one-year progress report prepared 
by the Committee on Best Background Preparation for 
General Practice. (The AAGP is represented on this 
committee.) 

Rejected a resolution for the AMA to take over 
the hospital accreditation program. 


New AMA Officers 


New officers, a key order of business, found two 
Academy members elected to high posts and a third 
member re-elected. Dr. W. Linwood Ball of Richmond, 
Va. was elected vice president and Dr. R. B. Robins of 
Camden, Ark., former AAGP president and AMA vice 
president in 1950-51, was elected to the board of trus- 
tees. (See cuts.) Dr. Robins fills the one-year unexpired 
term of Dr. F. J. L. Blasingame. Dr. Raymond M. 
McKeown of Coos Bay, Ore., a new AAGP member, 
won re-election to the board. 

The new president-elect is Dr. Louis M. Orr, a 
urologist from Orlando, Fla. Dr. E. Vincent Askey 
was re-elected speaker of the house and Dr. Norman 
Welch of Boston was elected vice speaker. The other 
new board member is Dr. Warren W. Furey of Chi- 
cago; Dr. Leonard W. Larsen of Bismarck, N. D. is 
the new board chairman. 

Dr. Gunnar Gunderson of LaCrosse, Wis. succeeded 
Dr. David Allman of Atlantic City, N. J. as AMA presi- 
dent. In his address before the house of delegates, Dr. 
Gundersen reminded his colleagues that the word 
“change” symbolizes the core of most of today’s prob- 
lems, but that the AMA, through its Committee to 
Study AMA Objectives and Basic Programs and by 
constant alertness, will keep in step with the changing 
times. 

Dr. Allman, in his farewell address, said that organ- 
ized medicine, frequently accused by its critics of 
fighting a desperate delaying action against all social 
progress in patient care, actually is “alive, alert, ag- 
gressive and positive.” In regard to government inter- 
ference, Dr. Allman asked, ‘What is there positive in 
proposals which, with utter disregard of economic 
facts, promise nebulous mass benefits at the cost of 
individual dignity and freedom?” 
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General Practice Section Officers 


New officers for the Section on General Practice 
were also elected in San Francisco with Dr. Samuel A. 
Garlan of New York City becoming chairman. He suc- 
ceeds Dr. Charles E. McArthur of Olympia, Wash. The 
new vice chairman is Dr. Thomas Goldsmith of Green- 
ville, S. C. (See cuts.) Dr. Lester Bibler of Indianapolis 
was re-elected delegate and Dr. Milton Casebolt of 
Kansas City, Mo. is alternate delegate. Dr. E. I. Baum- 
gartner continues as section secretary and Dr. I. 
Phillips Frohman of Washington, D. C. was selected 
to the scientific exhibit. All the section officers are 
prominent AAGP members. 

In Dr. McArthur’s chairman’s address, he pointed 
out that doctors themselves aren’t a very healthy breed. 
He reviewed the results of the physical examinations 
given to doctors at the last three AMA meetings by 
the Section on General Practice. Dr. McArthur urged 
his colleagues to take more adequate vacations, walk 
upstairs instead of riding elevators while making hos- 
pital rounds, watch their diets and have regular physi- 
cal examinations. 


Key Awards Announced 


Always of special interest are the awards presented 
annually at the AMA meeting. Recipient of the AMA’s 
Distinguished Service Award is Dr. Frank Hammond 
Krusen, professor of physical medicine and rehabilita- 
tion, Mayo Foundation, Rochester, Minn. His out- 
standing contributions in the field of physical medicine 
and rehabilitation also won for him the President’s 
Physicians’ Award in 1953. Last year’s award went to 
Academy Member Tom Spies. 

Two laymen, cited for their contributions to medi- 
cine and health, received the 1958 AMA Citations for 
Distinguished Service. Mrs. Charles W. Sewell of 
Otterbein, Ind., the first woman to receive the award, 
has spent 45 years in the rural health field and was 
instrumental in the development of the AMA rural 
health activities. The other honoree, Gobind Behari 
Lal, Ph.D., who is science editor emeritus of the Hearst 
newspapers and presently science editor of the Los 
Angeles Examiner, helped pave the way to more frank 
reporting on medicine and science in the nation’s 
newspapers. 

Dr. George W. Corner of the Rockefeller Institute 
for Medical Research, was honoréd as the winner of 
the 1958 Passano Foundation Award. 5 

Dr. Virgil P. Sydenstricker, professor emeritus of 
medicine at the Medical College of Georgia, received 


the seventh Goldberger Award for his work in clinical 
nutrition. 
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AMA President and Leading Award Winner—Dr. Gunnar Gunderson, 
(right) 61-year-old surgeon, who was installed as the AMA’s 112th 
president is shown with Dr. Frank Krusen of the Mayo Foundation, 
winner of the 1958 Distinguished Service Award. 


AAGP Members to Top AMA Posts—Dr. W. Linwood Ball (Jef), 
Academy member from Richmond, Va., is the new vice president of 
the AMA. Dr. R. B. Robins (right), a former AAGP president and 
AMA vice president in 1950, was elected to the board of trustees. 


Chiefs of General Practice Section—Dr. Samuel A. Garlan of New 
York City (left) succeeded Dr. Charles McArthur of Olympia, 
Wash. as chairman of the AMA’s Section on General Practice. 
Dr. Thomas Goldsmith of Greenville, S. C. (right) is the section’s 
new vice chairman. 
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Residency Deferment Program Offered; 
General Practice Residents in Demand 


In Jury at 1958 Grapuates of medical schools were 
scheduled to receive a bulletin from the Department of 
Defense offering them an opportunity to participate in 
the residency deferment program. The full name of the 
program is The Armed Forces Reserve Medical Officer 
Commissioning and Residency Consideration Program 
commonly referred to as the Berry program. 

The program was developed by the Selective Service 
System and the Department of Defense to permit physi- 
cians who are liable for military service to be commis- 
sioned in advance, and to permit successful applicants 
to be deferred for residency training in clinical fields 
required by the Armed Forces. 

At the present time the Armed Forces desire a total 
of 777 new residents in 18 specialties, including general 
practice. The three highest demands are for internal 
medicine, 109; psychiatry, 109 and general practice, 
105. Approximately 13 per cent of the total deferments 
are for residents in general practice. 


1957 Shows Net Gain of 3,955 Doctors; 
Over 7,000 New Physicians Enter Practice 


THE OVER-ALL GAIN in the doctor population last year 
was 3,955, according to a recent report from American 
Medical Association. 

For the past five years more than 7,000 new physi- 
cians have entered practice annually and 1957 was no 
exception— there were 7,455. However, with 3,500 
physician deaths during the year, the over-all gain 
was reduced almost half. 

California led all states in licensing with 2,167 
issued, Nevada, with 15, licensed the fewest number of 
doctors. 

Three medical schools had graduates for the first 
time—the University of Missouri, University of Sas- 
katchewan and University of Mississippi. 


Texas Academy Refutes Price Index 
Findings on Rising Medical Care Costs 


THE current Consumer Price Index of the U. S. De- 
partment of Labor shows that medical care costs are 
nising faster than the cost of living. This is not true 
contends the Texas Academy of General Practice. 
Texas Academy Vice President L. W. Johnson of 
Houston says the department used selected data to 
foster a false belief that medical care is an expensive 
burden and that physicians charge excessive fees. 


GP August 1958 


‘Actually, the cost of total medical care as a per- 
centage of total personal consumer expenditures in the 
United States has remained remarkably constant,” 
insists Dr. Johnson. 

In a statement to the press he pointed out that, “In 
the year 1931, a depression year, 4.16 per cent of 
consumer expenditures went for total medical care. In 
1956, a boom year, the total had risen to only 4.5 per 
cent. Physicians’ fees have remained quite constant 
percentagewise, being close to 1.3 per cent throughout 
the entire period 1931-56.” 

Dr. Johnson said hospital costs had increased from 
.7 per cent in 1936 to 1.3 per cent in 1956. This he 
attributed chiefly to a pay scale increase for hospital 
staffs. 


Propose Advisory Council To Help Cut 
Waste in Federal Medical Services 


ImprovinG federal medical services is one of the five 
big issues confronting the Citizens Committee for the 
Hoover Report. The key problem is coordination of the 
government’s vast medical and health facilities. 

A recent report of this committee reveals that 26 
different federal agencies presently conduct medical 
programs costing $2 billion yearly, offering full or 
partial care te 30 million citizens. 

‘Lacking centralized policy guidance,” the com- 
mittee reports, “these programs invite duplication and 
waste.” 

The report cites military hospitals as an example. 
During 1952 to 1955 the average daily patient load in 
military hospitals fell from 57,000 to 34,000, but spend- 
ing for new hospitals rose from $12 million to $62 
million. 

To correct this situation, the commission has recom- 
mended that Congress create the Federal Advisory 
Council of Health. This council would develop policy 
guidelines for more efficient utilization of federal 
hospitals with 200,000 beds, and medical personnel 
including 19,500 doctors, 7,400 dentists and 25,000 
graduate nurses. 

Many members of Congress back this proposal, along 
with state taxpayers groups, and most medical and 
professional organizations. 

Opponents, on the other hand, claim that specialized 
medical services are best handled by the Armed Forces, 
veterans and others under the present systems. Groups 
of persons who receive special health and medical 
benefits at public expense are also fighting this pro- 
posal. 

Meanwhile, H.R. 2435 awaits action by the House 
Interstate and Foreign Commerce Committee, and S. 
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9993 awaits action by the Senate Labor and Public 
Welfare Committee. This legislation would establish a 
top-level, professionally-oriented Federal Advisory 
Council of Health. 


Filling Postgraduate Study Requirements 
No Chore for Dr. John Hubbard of Utah 


ACADEMY MEMBERS who are having trouble filling their 
postgraduate study requirements should check with 
Dr. John Clark Hubbard of Price, Utah. 

Located in a city of roughly 25,000 population, 
Dr. Hubbard has found time to complete much more 
than the required postgraduate study for continued 
membership in the Academy. 

During the 1951-1952 year alone, Member Hubbard 
amassed a total of 1,296 Category I hours at the Uni- 
versity of Pennsylvania Post-Graduate School. Be- 
cause Dr. Hubbard joined the Academy in 1948, his 
three-year membership periods have run 1948 to 1951; 
1951 to 1954 and 1954 to 1957. 

Even though AAGP membership rules stipulate that 
no more than 20 hours can be carried over on the next 
three-year membership period, Dr. Hubbard had more 
than an adequate number of hours for the period 
which ended last year. 

Thus far in 1958, Dr. Hubbard has reported 80 
hours of study credit. 


Cut in Salk Vaccine Production 
Attributed to Oversupply, Public Apathy 


Public APATHY to the use of the Salk vaccine and the 
large supplies on hand have caused several leading 
manufacturers of the vaccine to cut production of it. 

One of the concerns, Eli Lilly & Co. of Indianap- 
olis, has halted production of the vaccine altogether. 
A spokesman for the company said Eli Lilly has 20 
million cubic centimeters of Salk vaccine on hand 
should a sudden demand arise. 

He said there was no connection between the de- 
cision to halt production and the federal grand jury 
indictment against the company and four competitors 
for alleged price fixing of the vaccine. 

Another manufacturer of the preventive, Parke- 
Davis Company of Detroit, cut production of the vac- 
cine Some time ago, but says it will not cease making 
the vaccine. Production would be increased, however, 
only if the demand becomes greater. 3 

Pitman-Moore Company of Indianapolis has re- 


the vaccine and that it has no appreciable backlog. 
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However, Pitman-Moore reports it has encountered a 
“certain amount of public apathy” toward use of the 
vaccine. 

A spokesman for Merck & Co. of Rahway, N.J., 
another producer, reports that despite apathy of the 
public, his company still believes there is a market 
for the polio vaccine because of the large number of 
persons between the ages of 20 and 40 who have not 
been vaccinated. They have no plans to discontinue 
production of the vaccine at the moment. 

In late May, medical advisers submitted a report 
to President Eisenhower which showed that 49 million 
Americans had received all three Salk injections, but 
that 46,500,000 had received no inoculations at all. 


Propose Federal Hospital Money Be Used 
To Test Economy-Designed Hospitals 


A PROPOSED AMENDMENT to the Hill-Burton Act would 
permit earmarking some of the federal hospital funds 
for testing new types of hospital construction that 
might prove more economical. 

A booster of the project, Elliot L. Richardson, Act- 
ing Secretary of Health, Education and Welfare, told 
the House subcommittee considering extension of the 
Hill-Burton Hospital Construction Act that plans for 
such hospitals already are well developed. He added, 
however, that communities hesitate to build anything 
other than traditional hospitals. 

These experimental hospitals would incorporate. 
such ideas as reserving costly, fully-equipped hospital 
areas for the very sick, and constructing other less 
expensive areas so that ambulatory patients could 
largely take care of themselves. 

Mr. Richardson asked the health subcommittee of 


ported that it is not discontinuing the manufacture of © 


Dr. William B. Hildebrand 


Dr. Hildebrand, a past president 
of the Academy, will head 

the State Medical Society of Wisconsin 
next year. He was chosen president-elect 
by the society’s house of delegates 
during tts recent annual meeting. 
Dr. Hildebrand will succeed 

Dr. J. W. Fons of Milwaukee,” 
another well-known 

Academy member. 
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the Interstate and Foreign Commerce Committee for 
more time to perfect this and other amendments to 
the Hill-Burton Act. The act is due to expire June 30, 
1959. 

He urged the same annual authorization as in the 
current program— $210 million annually. 


Nationwide System of Blood Credits 
Foreseen Soon by Blood Bank Official 


A NATIONWIDE sysTEM of blood credits is foreseen by 
Dr. Oscar B. Hunter, Jr., president of the American 
Association of Blood Banks. 

During the recent seventh annual meeting of the 
Blood Banks Association of New York City, Dr. Hunter 
predicted that an agreement would be reached this 
year with American Red Cross to get such a program 
under way. 

He explained that under a reciprocal agreement 
with the Red Cross it would be possible, for example, 
to transfer credits from the Irwin Memorial Blood 
Bank in San Francisco to the Northeast Clearing House 
in New York and thence to the Red Cross. No such 
arrangement now exists. 

The program, Dr. Hunter said, might increase the 
number of family blood donors and thereby reduce 
the need for professional donors. He emphasized the 
growing need for blood and said that 5 million pints 
were used throughout the country last year. 

He reported that clearing house programs had ex- 
panded terrifically within the last year, but he said 
the Northeast lagged slightly behind the rest of the 
country. With 500 members, the national group is 
setting up uniform accreditation standards. 


Survey Reveals Nearly Half of insured 
Families Utilized Policies Last Year 


Nearty HALF of the American families who carry health 
insurance used it last year to defray medical expenses, 
reports the Health Insurance Institute following a 
nation-wide consumer survey of health insurance. 

This study, conducted by an independent research 
organization, is the first of its kind to be made on a 
nation-wide scale for insurance companies. It was 
undertaken to find out what people know and think 
about health insurance, how they use it and also how 
such factors as age, income, education and .place of 
residence are related to health insurance coverage. 
The interviews involved 2,000 families across the 


country, yielding information on more than 6,600 
individuals. 
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The survey revealed: 

Of 53 per cent of all claims, families received pay- 
ment on all or most of the medical bill. 

Some 78 per cent of the families using their health 
insurance expressed satisfaction with the service of 
the insuring organizations in paying benefits; 4 per 
cent were dissatisfied and 18 per cent had no definite 
opinion. 

Some 81 per cent of the people favored the idea of 
having health insurance for themselves. Of the insured 
families, 90 per cent were favorable; 55 per cent of the 
families without coverage expressed a favorable attitude. 

That the public accepts health insurance is reflected 
from results on suggested improvements in plans or 
services. Some 25 per cent had suggestions to make, 16 
per cent gave no answer and 59 per cent said they had 
no suggestions. 

Of the families with suggestions for improving serv- 
ices, 25 per cent desired more information on health 
insurance, while 20 per cent wanted more benefits in 
terms of dollars or number of days and 14 per cent 
suggested lower premium costs. 

This survey’s figures are consistent with previously 
published data showing that nearly three out of four 
American families have some form of health insurance. 


Press Lauds New York Medical Society's 
Efforts To Get TV Doctors Off the Air 


Tue Errorts of the New York State Medical Society 
to get phony TV “doctors” off the air have been ap- 
plauded in a New York Times editorial. 

At the state society’s recent annual meeting, it 
voted to ask the American Medical Association to 
request “the appropriate federal regulatory bodies” to 
make renewed efforts to control “false or misleading 
advertising of nostrums and proprietary remedies on 


~sale to the general public without prescription or 


other form of medical supervision.” 

(However, during formal AMA reference committee 
hearings in San Francisco the sponsors of the resolution 
asked that it be withdrawn.) 

In commending the society, the editorial said the 
man in the white coat who solemnly declares that 
“science shows,” “‘clinical tests prove” and “four out 
of five doctors agree” is an insult to the intelligence 
of the viewer, a slur on the medical profession and an 
outright danger to the gullible. 

Points out the Times: “Most of the products are 
probably harmless enough, in all conscience. But it is 
always possible that some misguided persons will be 
impressed by the TV ‘doctors’ and go to patent medi- 
cine instead of to a real doctor.” 
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Hormones control blood and tissue levels of 
fats and related substances such as cholesterol . . . 
rate at which these are synthesized and destroyed 
...and manner in which they are utilized for 
body functioning. Fat metabolism is influenced 
by secretions of the pituitary, thyroid, adrenals, 
ovaries, testes and pancreas, and by action of 
liver and possibly kidneys. 

Diseases of the endocrine glands may lead to 
serious disturbance of metabolism . . . of fats as 
well as carbohydrates and proteins. In diabetes, 
blood serum levels of cholesterol and other lipids 
are high ... and can be changed by administra- 
tion of insulin. In hypothyroidism, there is a 
tendency for fat to accumulate in body tissues and 
for serum cholesterol levels to be high. Adminis- 
tration of thyroxin stimulates an increase in 
metabolism . . . tends to lower serum cholesterol 
...and increases mobilization and oxidation of 
fat from body tissues. 

The “‘master gland” . . . the pituitary . . . influ- 


ences fat metabolism directly and indirectly .. . 
through stimulation of other glands. ACTH ap- 
pears to inhibit fat synthesis and to lower serum 
cholesterol levels... probably by stimulating 
production of cortisone and other adrenal hor- 
mones. The “growth hormone” and “sex hor- 
mones” tend to decrease amount of fat synthe- 
sized by increasing energy utilization. Certain 
types of damage to the area of the hypothalamus 
lead to excessive storage of fat. 

The specific roles of hormones . . . individually 
and in balance with each other . . . are not clearly 
understood. However, their importance as 
“chemical regulators” in determining how the 
body handles fats . . . the proportion burned for 
energy ...and the amount stored... is firmly 
established. 

Fat, as present in foods and used in meal 
preparation, contributes to the pleasure of eating 
... With capacity for utilization under control of 
body hormones. 


Since 1915 ... promoting better health through nutrition research, education 


The nutritional statements made in this advertisement have 
been reviewed by the Council on Foods and Nutrition of the 
American Medical Association and found consistent with cur- 
rent authoritative medical opinion. ~ 


THIS ADVERTISEMENT IS ONE OF A SERIES. 


—.| NATIONAL DAIRY COUNCIL 
ae A non-profit organization 


111 N. Canal St. + Chicago 6, Ill. 
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Medical News in Small Doses: 


Dr. Spencer Bewt of Knoxville, Tenn. and Dr. Cyrus 
G. Reznichek of Madison, Wis. are representing the 
Academy on two task forces of the American Medical 
Association. Dr. Bell is serving on the Task Force on 
Emergency Medical Care and Dr. Reznichek is a mem- 
ber of the Task Force on Personnel Training and Utili- 
zation. Both groups met in June for the first time. 
Their discussions covered (1) definition of the respec- 
tive problems, (2) basic assumptions and premises, (3) 
methods of operational procedure and (4) need for ex- 
pert consultation. . . . An A.P. feature story on 
University of Missouri Medical School’s preceptorship 
program has received far-reaching publicity. The New 
York Times spotlighted Academy members, Dr. Paul 
A. Roberts and Dr. Charles A. Worley of Sweet Springs, 
Mo., two of the 13 preceptors now on the university 
faculty. These physicians’ modern offices and facilities 
prove to their preceptee that a country doctor’s 
equipment no longer consists of a battered Boston bag 
and a buggy. The preceptors, like Drs. Roberts and 
Worley, take students into their homes without pay, 
give them on-the-spot instruction in general practice, 
grade them on their work and serve as honorary mem- 
bers of the medical school faculty. The preceptorships 
in Missouri last for periods of from four weeks to three 
months, depending on the area. . . . A new volume, 
Facts About Pharmacy and Pharmaceuticals, has been 
prepared by Health News Institute which provides a 
good quick description of federal laws relating to phar- 
maceuticals and drugs... . The professions of law 
and medicine have been urged to reach an under- 
standing to protect “the citizen who seeks justice in 
our courts.” Dr. Murdock Head, a Washington sur- 
geon who is also a dentist and lawyer, made this plea 
before the annual meeting of the American Society of 
Maxillo-Facial Surgeons in Boston. He warned that 
warfare between the professions “‘can only bring dis- 
honor on both houses” and that “‘we must, by the ethics 
of our two professions, come to terms in the interest 
of the patient and client.” Dr. Head believes that 
graduate education has failed to teach doctors and 
lawyers about their rights and duties toward one an- 
other when they appear in court and about safeguard- 
ing patients and clients. His solution: Every university 
should set up a committee of medical jurisprudence 
and require a course in medical law for graduation. 
Local bar associations and medical societies should 
have joint committees meeting regularly in every ma- 
jor community. An institute should be established in 
Washington, where agencies most concerned with 
health, medicine and law are concentrated. 
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and the identifiable biologically-active components of citrus 


An abundance of evidence indicates the con- chemicals, toxins, virus, or infection. 
tributing role of certain identified citrus The wide range of application embraces: 
bioflavonoids in the treatment of capillary and _ inflammatory, cardio-vascular, metabolic and 
vascular impairment resulting from stress _ infectious diseases and spontaneous abortion. 
conditions. The stress may be imposed by The identified flavo.0id chemical entities 
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News from the State Chapters 


CauuinG for united medical opposition to the Forand 
Bill and for more interest in general practice by the 
country’s medical schools, Dr. Fount Richardson of 
Fayetteville, Ark. addressed members of the West 
Virginia chapter at their sixth annual meeting. (See 
cut.) 

The president-elect of the Academy, who is also 
chairman of the Council of the Southern Medical Asso- 
ciation, was the keynote speaker at the chapter’s ban- 
quet, held during the two-day meeting May 24-25 at 
Charleston. Dr. Richard:son’s topic was “The General 
Practitioner and the Medical School.” 

More than 200 physicians attended the scientific 
gathering in the Daniel Boone Hotel, at which Dr. 
Seigle W. Parks of Fairmont was installed as president, 
succeeding Dr. Halvard Wanger of Shepherdstown. 

The new president-elect is Dr. Myer Bogarad of 
Weirton, who has served as vice president during the 
past year. (See cut.) Other officers included: Drs. J. C. 
Arnett of Rowlesburg, vice president; J. Keith Pickens 
of Clarksburg, re-elected as secretary and Don S. Ben- 
son of Moundsville, re-elected as treasurer. New mem- 
bers of the board of directors are Drs. Michael A. 
Gaydosh of Wheeling, Jay E. Stoeckel of Charleston 
and Buford W. McNeer of Hinton. 

With the growing belief that the general practi- 
tioner epitomizes the family doctor, Governor Cecil H. 
Underwood proclaimed the week of May 19 to May 25 
as “Family Doctor Week” in the Mountain State to 
coincide with the chapter’s annual scientific meeting. 

Dr. Clark K. Sleeth of Morgantown was in charge 
of the program committee, which arranged for the ten 
scientific speakers. General chairman for the entire 
meeting was Dr. Parks, with Dr. Marshall J. Carper of 
Charleston heading the committee on local arrange- 
ments. 

General and industrial medicine, neurology and 
obstetric and gynecologic subjects were discussed in 
the two morning and afternoon scientific sessions. 
Moderators at the four general sessions were: Drs. 
Wanger, Parks, Bogarad and Sleeth. 

Speakers who appeared were: Drs. Charles E. Kun- 
kle, Duke University; John M. Evans, George Wash- 
ington University; Walter L. Palmer, University of 
Chicago; Lomax Wells, Medical Director, C & P Tele- 
phone Company; R. Emmet Kelly, Medical Director 
of Monsanto Chemical Company, St. Louis, Mo.; S. 
Richard Bauersfeld, University of Pittsburgh; Chester 
P. Beall, Pittsburgh, Pa.; John D. Morris, Johns Hop- 
kins University; W. Gayle Crutchfield, University of 
Virginia and Keith S. Grimson, Duke University. 
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Mountain State Hears Dr. Richardson—<Kcy banquet speaker for the 
sixth annual meeting of the West Virginia chapter was Dr. Fount 
Richardson of Fayetteville, Ark., second from left. Also shown with the 
Academy’s president-elect are (left to right) Dr. Logan W. Hovis, 
Parkersburg, banquet toastmaster; Dr. Seighe W. Parks, Fairmont, 
new chapter president and Dr. Halvard Wanger, Shepherdstown, out- 
going president. 


At West Virginia Helm—NVew officers of West Virginia chapter view 
a map showing the location of member-physicians throughout the 
state. Left to right are: Dr. Seigle W. Parks, Fairmont, president; 
Dr. J. C. Arnett, Rowlesburg, vice president; Dr. Myer Bogarad, 
Weirton, president-elect and Dr. J. Keith Pickens, Clarksburg, 
secretary. 


Open forums were held after each scientific presen- 
tation. 

Preceding the annual banquet and dance, a cocktail 
party was held. The Ambassador Orchestra provided 
music for dancing. Dr. Logan W. Hovis served as 
toastmaster at the banquet, presenting the past presi- 
dent’s key to Dr. Wanger. 

During the second day of the session a business 
meeting was held at which members approved a plan 
providing for the establishment of a congress of dele- 
gates within the West Virginia chapter. The new 
governing body will be composed of a minimum of two 
delegates from each congressional district throughout 
the state. 

An entertaining program for the wives was arranged 
by the ladies’ entertainment committee, headed by 
Mrs. Richard C. Wallace of St. Albans. A luncheon 
and style show, sponsored by a Charleston department 
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... because it tastes so much richer 
than ordinary nonfat milk 


Specify “self-enriched” 
Carnation Instant 
to help patients “stay 
with” low-fat diet 


25% more protein, too 
—and it’s so easy! 


The physician simply specifies one 
extra tablespoon of crystal-form 
Carnation Instant per glass (or 14 
cup extra Magic Crystals per quart) 
over package directions. 


This provides a 25% increase in 
nonfat milk solids with no increase 
in liquid bulk. Each quart provides 
60% of the daily protein require- 
ment* of men—an important factor 
when major protein sources are re- 
stricted, as in low-fat diet. 


Most people enjoy “‘self-enriched” 
Carnation Instant Nonfat Dry Milk 
because it tastes naturally fresh and 
richer than ordinary nonfat milk. 


Thus, Carnation Instant, “self- 
enriched,” helps patients stay with 
low-fat diet two ways: because it is 
more delicious for drinking; be- 
cause it provides extra protein to 
help maintain stamina. 

*National Research Council 
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store, was held on Saturday. On Sunday a social hour, 
arranged by Mrs. J. Edward Jackson of St. Albans, was 
scheduled. 

p Bangor was the location of the May 10 spring meet- 
ing of the Maine chapter. 

About 50 chapter members attended the day-long 
session held at the Eastern Maine General Hospital. 
Program chairman was Dr. John B. Curtis, Milo. (See 
cut.) 

The morning session was devoted to an orthopedic 
clinic presented by Drs. Allan Woodcock and John 
Woodcock. 

Following a noon luncheon, presided over by Dr. 
Paul Marston, Maine chapter president, Dr. Robert J. 
Barrett addressed the group on “Penicillin Reactions.” 
Other speakers included Dr. Robert O. Kellogg who 
spoke on “Diagnostic Pointers” and Dr. Donald Coul- 
ton who talked on “Hypnosis in Obstetrics.” 

“Office Surgery” was the topic of Dr. John E. Burke 
and Dr. Magnus F. Ridlon, gynecologist, called his 
presentation “Do It Yourself, Why Send It To Me?”. 
Dr. Carl E. Blaisdell, urologist, spoke along the same 
lines, explaining that, in many cases, the general 
practitioner can handle the case, instead of sending 
the patient to a specialist. 

During the business meeting which followed the 
scientific presentation, Dr. Marston reported to the 
group that, as shown at the Assembly in Texas, the 
Maine chapter ranked fourth in growth in the Academy 
during the past year. 

In the evening, physicians and their wives attended 
a dinner at the Taratine Club. Dr. Marston showed 
films and dancing completed the program. 

Wives attended a luncheon during the session, at 


Kansans Hear Drew Pearson—Nearly 60 per cent of the total mem- 
bership of the Sunflower State attended the annual meeting in May 
at Kansas City, Kan. Drew Pearson (to the right of the speaker’s 
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Pine Tree State Meeting—Prominent Maine members and guest 
speakers who attended the recent one-day spring session in Bangor 
included, left to right: Dr. John B. Curtis of Milo, chairman of the 
committee on arrangements ; Dr. Sidney Branson of Windham, chapter 
secretary-treasurer; Dr. Paul Marston of Kezar Falls, chapter presi- 
dent; Dr. J.B. Nadeau of Lewiston, president-elect; Dr. Donald Coulton 
of Bangor, one of the speakers on the program; Dr. L. J. Stitham of 
Dover-Foxcroft and Dr. Pavi Burke of Newport, members of the 
Committee on Arrangements. 


the General Grant Room of the Bangor House. Speaker 
was Mr. Fred Perkins, Rockland, who was consultant 
on dialect and local color for the movie ‘Peyton Place.” 
p> The eighth annual scientific meeting of the Kansas 
chapter was the largest the Sunflower State physicians 
have had, with about 60 per cent of their total mem- 
bership in attendance. The chapter meeting on May 5 
preceded the two-day session of the Kansas State 
Medical Society held in Kansas City, Kan. 

The chapter’s scientific sessions drew attendance 
honors among all the sessions presented during the 
three days in Kansas City. Guest speakers, Dr. Walter 
J. Reich of Chicago and Dr. Alfred R. Sugg of Ada, 
Okla., talked on Pelvic Pain, Pertinent Points for 


podium) Washington columnist and featured speaker at the banquet, 


made off-the-cuff predictions for the 400 dinner guests who gathered 
in the Town House Hotel Ballroom. 
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CAMP CERVICAL COLLARS 


Easy-to-use and Therapeutically Effective 


CAMP THOMAS COLLARS 


The plastic Camp Thomas Hyperextension collar 
is non-toxic, washable and lightweight . . . ideal 
as an intermediate cervical support where pro- 
longed hyperextension is indicated in treatment 
of the cervical syndrome, subluxations, arthritis 
and cervical radiculitis injuries. Fitted with a 
lock buckle and snap button clasp . . . it is eas- 
ily adjustable and allows partial lateral head 
movement. 


The base and top of the collar is edged with 
naugalite covered foam rubber for comfort and 
long, serviceable wear. Available in five circum- 
ferences and heights. 


The Camp Thomas Flexion Collar has the same 
scientific design and is made of the same ma- 
terials. The low front and added height in the 
back place the spine in a restful position of modi- 
fied flexion. Available in small and large circum- 
ferences and in three heights. 


All are available 
from your local 
Authorized Camp 
Surgical Supply 
Dealer. 


CAMP LEWIN COLLARS 


Doctors have found the Camp Lewin wrap-around 
cotton collar exerts the protective, compressive, 
distractive force needed for many conditions: 
when taking roentgenograms in cases of acute 
injuries with or without deformity, rheumatoid 
myositis (fibrositis), brachial neuropathy radicu- 
litis, the neck-shoulder-hand syndrome, muscle 
injuries and subluxations of vertebral articular 
facets and as a first aid measure. It offers (1) 
prevention of further injury (2) air draft protec- 
tion (3) body heat retention (4) comfort (5) mild 
traction. Because of its utility and efficiency, par- 
ticularly in emergencies, many doctors’ offices are 
stocked with Camp Lewin Collars. Three sizes — 
small 66’, medium 78”, large 96”. 


Another model, providing slightly more rigidity, 
is made of %” thick foam rubber, vulcanized to 
rayon satin with soft cotton lining. Available in 
the same sizes as the cotton model. 


S. H. CAMP and COMPANY 
Jackson, Michigan 
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Practitioners and The Practical Approach to the Diag- 
nosis and Management of Common Gynecologic 
Problems. 

A cocktail hour in the Townhouse Hotel preceded 
the annual dinner which this year featured Drew Pear- 
son, Washington columnist, as guest speaker. Mr. 
Pearson’s ““Washington-Merry-Go-Round” off-the-cuff 
predictions entertained the 400 dinner guests. (See 
cut.) 

The day’s activities closed with a business meeting. 
New officers of the Sunflower State are Dr. Floyd E. 
Dillenbeck, El Dorado, president; Dr. Cloyce A. New- 
man, Topeka, president-elect; Dr. J. Allen Howell, 
Wellington, vice president and Dr. Gaylord P. Neigh- 
bor, Kansas City, secretary-treasurer. (See cut.) 

The 1959 meeting which will be held in Topeka will 

observe the centennial year of Kansas medicine. 
p A medical reporter on The Kansas City Star, Con- 
well Carlson, was honored by the Greater Kansas City 
(Missouri and Kansas) chapter at a recent dinner 
meeting in Kansas City. 

Dr. Cecil Leitch, newly-elected president of the 
chapter from Lake Tapawingo, presented Mr. Carlson 
with a plaque citing the reporter for high reportorial 
skill in the field of medical services. “His studious 
efforts,” Dr. Leitch told the group, “in becoming 
acquainted with medical advances has brought an 
admirable record of service to his field.” 

Also honored at the meeting was Dr. Nicolas Jaime, 
73-year-old native of Mexico, who was named “family 
physician of the year”’ in Greater Kansas City. A plaque 
was presented Dr. Jaime by Dr. Richard Becker, 
president of the Missouri chapter. 

In addition to Dr. Leitch, who succeeded Dr. E. C. 
Carrier, other new officers are: Dr. Harry Cohen, 
president-elect who will serve as vice president; Dr. 
E. A. Samuelson, treasurer and Dr. Frank O’Connell, 
secretary. 

Members of the Southwest Missouri chapter of the 
Academy joined with members of the Greene County 
Medical Society in sponsoring a symposium on clinical 
medicine and surgery June 15 in Springfield. 

Allergy, anemia, geriatrics, antibiotics and gyne- 
cologic endocrinology were among the topics discussed. 
Speakers were: Drs. Bram Rose, McGill University ; 
John J. Will, University of Cincinnati, Cincinnati, 
Ohio; James B. Donaldson, Hahnemann Medical Col- 
lege, Philadelphia, Pa.; John G. Young, Southwestern 
Medical School, University of Texas, Dallas; Vernon 
Knight, Vanderbilt University, Nashville, Tenn.; E. C. 
Hamblen, Duke University Medical Center, Durham, 
N.C. and George S. Phalen, Frank E. Bunts Institute, 
Cleveland Clinic, Cleveland, Ohio. 


A luncheon for physicians and wives and an evening 
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Sunflower State Elects—Kansas chapter members broke all previous 
attendance records at their eighth annual scientific meeting. Newly- 
elected officers are: Drs. Lawrence E. Leigh, delegate; (left to right) 
Gaylord P. Neighbor, secretary-treasurer; J. Allen Howell, vice 
president; Cloyce A. Newman, president-elect; Floyd E. Dillenbeck, 
president and Bruce P. Meeker, retiring president. Not shown is Dr. 
Jesse D. Rising, alternate delegate. 


reception were among the activities scheduled for the 
one-day meeting. 

> A warning to watch carefully the activities of several 
international organizations lest physicians “become 
no more than technicians subject to the whims of 
government employees,” was given members of the 
Kentucky chapter by Dr. Austin A. Smith, Chicago, 
editor of the American Medical Association Journal. 

Some 900 members, senior medical students and 
guests at the chapter’s seventh annual scientific session 
in Louisville heard the Canadian-born physician- 
journalist speak about the activities of the Inter- 
national Labor Organization and the International 
Social Security Administration, two of more than 200 
international organizations promoting programs that 
affect the medical profession and the public. 

According to Dr. Smith, who was the key speaker at 
the banquet, these groups are “not interested in per- 
sonal freedom or incentive,” they plan how and where 
the doctor shall practice, and they are “only interested 
in a ‘let the government do it’ concept.” 

New officers installed at this meeting are Dr. Charles 
G. Bryant of Louisville, who succeeds Dr. William E. 
Becknell of Manchester as chapter president; Dr. 
Daryl P. Harvey of Glasgow, president-elect ; Dr. Chris 
S. Jackson of Danville, vice president and Dr. John J. 
Rolf of Covington, secretary-treasurer. 

The Kentucky chapter named Dr. Mitchell B. Den- 
ham of Maysville as its Doctor of the Year, in recogni- 
tion of his work in establishing a public health clinic at 
Maysville. 

In agreement with Dr. Smith’s remarks against 
socialized medicine, the Kentucky chapter passed a 
resolution during their business meeting concurring 
with the AMA in opposing the pending Congressional 
bill to permit operation of a government-regulated 
hospital and surgical plan for the aged. 
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Quartet of Authorities—Mr. Charles Nyberg, AAGP assistant 
director, joined Dr. Kenneth Babcock, head of the Joint Commission 
on Accreditation of Hospitals, AAGP Board Chairman John Walsh and 
Dr. Alexander Munchak in a panel on general practitioners in 
hospitals at the tenth scientific meeting of the Pennsylvania chapter 


At the Helm—Quaker State chapter leaders, installed at the recent 
annual meeting, are: seated (left to right), Drs. Hiram L. Wiest, vice 
president; George A. Rowland, president; Horace W. Eshbach, 
secretary-treasurer; standing (left to r ght), Winfield B. Carson, Jr., 
Edward J. Kowalewski, Claude E. Richardson, directors; Anthony J. 
Cummings, vice speaker; Ethan L. Trexler, immediate past president; 
Elmer G. Shelley and Alexander M. Munchak, directors. Not pictured 
are Drs. James D. Weaver, president-elect; J. Herbert Nagler, speaker 
and Ameene G. Makdad, director. 


Quaker State Festivities—Members, wives and guests of the Pennsyl- 
vania chapter gather for their annual banquet in the Penn-Sheraton 
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Who's Next, Please?— Pennsylvania members and guests line up 
during registration at the Penn-Sheraton Hotel for their tenth 
annual meeting May 23-24. Twelve speakers appeared at the two- 
day session, 


Election—Election of new officers was held in the Pennsylvania house 
of delegates during the annual meeting. Shown presiding is 
Secretary-Treasurer Horace W. Eshbach. Re-elected as speaker and vice 
speaker of the house of delegates were, respectively, Drs. J. Herbert 
Nagler and Anthony J. Cummings. 


Hotel. Keys were presented to all past presidents of the chapter at the 
banquet. 
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Many topics of interest to the general practitioner 
were covered during the three-day meeting, held at 
the Brown Hotel. Hypertension, cardiac disease, pan- 
creas diseases, allergy and deep mycosis, bronchial 
asthma and carcinoma. were some of the scientific 
subjects discussed. 

Speakers were Dr. Pat H. Lyddan, Louisville; Dr. 
James A. Campbell, Chicago; Dr. Arthur C. Kerkhof, 
Minneapolis, Minn.; Dr. John Lester Reichert, Chi- 
cago; Dr. A. A. Mintz, Houston, Tex.; Dr. John M. 
Howard, Birmingham, Ala.; Dr. Arthur C. Curtis, Ann 
Arbor, Mich. ; Dr. Charles F. Geschickter, Washington, 
D. C.; Dr. Oscar Creech, Jr., New Orleans, La.; Dr. 
George Tully, Albany, N. Y.; Dr. Richard W. TeLinde, 
Baltimore, Md. and Dr. Harwell Wilson, Memphis, 
Tenn. 

Chairman of the committee on arrangements for the 
program was Dr. Edgar B. Morgan. Sixty-one exhibits 
were on display in the South Room of the hotel. 

One highlight of the ladies program was the presenta- 

tion of a dramatic satire entitled “Life With The 
Doctor” by the Navarro Players of Ursuline College. 
This was followed by a luncheon, in the Blue Grass 
Room of the Brown Hotel. 
» General practice departments in hospitals, always a 
topic of special interest for family physicians, was the 
subject of a luncheon panel held during the tenth 
annual scientific meeting of the Pennsylvania chapter 
May 23-24. 

Participating in the panel, located at the head- 
quarters site in Pittsburgh’s Penn-Sheraton Hotel, were 
Mr. Charles Nyberg, assistant director of the AAGP; 
Dr. John Walsh, chairman of the Academy’s Board of 
Directors; Dr. Kenneth B. Babcock, director of the 
Jot Commission on Accreditation of Hospitals and 
Dr. Alexander Munchak, chairman of the chapter’s 
commission on hospitals. (See cut.) 

Registration (see cut) for the two-day session was 
443. In addition to the panelists, the scientific program 
featured nine well-known speakers on a variety of 
subjects. 

Installed as president at the meeting was Dr. George 
A. Rowland who succeeded Dr. Ethan L. Trexler. 
The new president-elect is Dr. James D. Weaver, Dr. 
Hiram L. Wiest is vice president and Dr. Horace W. 
Eshbach was re-elected secretary-treasurer. Speaker 
of the Pennsylvania house of delegates, Dr. J. Herbert 
Nagler, and the vice speaker, Dr. Anthony J. Cum- 
mings, were also re-elected. (See cuts.) 

Special feature of the annual banquet (see cué) was 
the presentation of chapter president’s keys fo all the 
past presidents of the chapter. Those honored were: 
Drs. Louis H. Weiner, J. Herbert Nagler, Arthur S. 
Haines, Joseph J. Bellas (deceased), Benjamin Schnei- 
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der, Anthony T. Merski, Charles K. Rose, Jr., John B. 
Jacobs, Arthur Clateman and Kenneth M. McPherson. 
The ladies’ program featured a noon luncheon with 
a musical satire presented by Nan Neugebauer. 
> The recent Symposium on Degenerative Diseases, 
sponsored by the Utah Chapter and the University of 
Utah College of Medicine drew wide coverage in the 
press for its program which included 21 nationally- 
known speakers. Of special interest were the dis- 
cussions on gerontology by Drs. Edward H. Hashinger 
and Walter C. Alvarez and a panel on alcoholism com- 
posed of Dr. Chester A. Swinyard from the University 
of Utah College of Medicine; Elder Marion D, Hanks 
of the First Council of the Seventy, Church of Jesus 
Christ of Latter-day Saints and Salt Lake City Police 
Chief W. Cleon Skousen. 

New president of the Utah chapter is Dr. F. Willis 
Taylor, Salt Lake City. Dr. Orson Spencer of Price was 
selected as president-elect and Dr. Harold E. Young, 
Jr., is the new secretary. 
> Another California county chapter was added to the 
roster recently when State President A. J. Franzi of 
San Francisco presented the charter to the newly- 
formed Monterey County Academy of General Practice 
in Salinas. 

Dr. A. L. Wessels, Salinas, was elected president of 
the new chapter. Vice president is Dr. A. F. Kandl- 
binder, Monterey, and Dr. James Fassett, Gonzales, 
was elected secretary. 
> Dr. Charles R. Sias of Orlando was elected 1958- 
1959 president of the Florida chapter, during the 
state’s May business meeting. 

Other new officers are Drs. Walter J. Glenn of Ft. 
Lauderdale, president-elect ; Elmer B. Campbell of St. 
Petersburg, vice president and A. MacKenzie Manson 
of Jacksonville, secretary-treasurer. 


Name and Address, Please ! 


A RECENT ORDER for bibliographies of three 
scientific articles in the May GP failed to 
include the name and address of the per- 
son requesting them. 

In order that requests may be filled with 
dispatch, all persons are asked to remember 
to give their name and address, as requested, 
on the bottom of each bibliography coupon. 
The coupon appears monthly in GP, near 
or adjacent to the Advertising Index. 
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CONTINUED FROM PAGE 35 


On the Calendar 


CONTEMPORARY DESIGN, ECONOMY 
AND COMPLETE VERSATILITY, MAKE 
THESE THE FINEST MATTERN X-RAY 
UNITS EVER OFFERED. 


COMPACT—less space required . . . SIMPLIFIED—but 
allowing technical flexibility .. . CONTEMPORARY—will 
compliment its surroundings .. . VERSATILE—diagnostic 
radiography—fluoroscopy. 


COMPLETE .. . 18” focal spot table 
top distance...recipromatic 
bucky ... hand tilt table . . . 
12” x 16” fluoroscopic screen .. . 
motor driven table . . . spot device 
... 12” x 12” fluoroscopic screen. 


..- 100 MA Control, floor, 
desk or wall mount 

... 300 MA Full Wave Con- 
trol Console, 1/30 second 
electronic timer . . . both 
with integrating fluoro- 


*Classified by the Commission on Education as acceptuble for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed when 
available. 


*Oct. 1-2. Ohio chapter, annual meeting, Civic Auditorium, 
Toledo. 

*Oct. 1—-Nov. 5. Queens County (New York) chapter, course on 
x-ray interpretations of pulmonary and cardiac lesions, Wednes- 
days, Terrace Heights Hospital, Hollis. (6 hrs.) 

*Oct. 2. Connecticut chapter, annual meeting, Hotel Statler, 
Hartford. 

*Oct. 3-4. Arizona chapter, annual meeting, Phoenix. 

*Oct. 5-8. California chapter, annual meeting, Masonic Temple, 
San Francisco. 

Oct. 6-10. American College of Surgeons, meeting, Chicago, 

*Oct. 8—-Nov. 19. The Northern Counties (Pennsylvania) chapter, 
course on recent advances in medicine and surgery, Wednesdays, 
St. Vincent’s Hospital, Erie. (14 hrs.) 

*Oct. 9-10. South Carolina chapter, annual meeting, Clemson 
House, Clemson. 

*Oct. 9-10. Idaho chapter, annual meeting, Hotel Boise, Boise. 

Oct. 9-11. The Academy of Psychosomatic Medicine, course on 
the psychosomatic aspects of internal medicine, Park- 
Sheraton Hotel, New York City. 

*Oct. 11-12. Maryland chapter, tenth annual meeting, Hotel 
Alexander, Hagerstown. 

Oct. 12-17. American Academy of Ophthalmology and Oto- 
laryngology, meeting, Chicago. 

*Oct. 15-16. St. Louis University, course in pediatrics, Firmin 

Desloge Hospital, St. Louis, Mo. (10% hrs.) 

*Oct. 15-16. Georgia chapter, annual meeting, Dinkler-Plaza 
Hotel, Atlanta. 

*Oct. 16-17. Oregon chapter, annual meeting, Columbia Athletic 
Club, Portland. 

*Oct. 18-19. Missouri chapter, annual meeting, Chase Hotel, Si. 
Louis. 

*Oct. 19-21. North Carolina chapter, annual meeting, Hotel 
Washington Duke, Durham. 

Oct. 19-24. American Society of Anesthesiologists, annual 
meeting, Penn-Sheraton Hotel, Pittsburgh, Pa. 

Oct. 20-28. American College of Gastroenterology, meeting, 
New Orleans, La. 

*Oct. 21-22. Minnesota chapter, annual meeting, Rochester. 

Oct. 23-25. American College of Gastroenterology, annual 
course in postgraduate gastroenterology, Jung Hotel, 
New Orleans, La. 

Oct. 24-27. American Heart Association, scientific sessions and 
annual meeting, San Francisco. 

Oct. 27-31. American Public Health Association, 86th annual 

_ meeting, St. Louis, Mo. 

*Oct. 27-31 and Nov. 4-7. Chicago Medical Society, fal 
postgraduate courses, Hamilton Hotel, Chicago. 

Oct. 29-31. American Cancer Society, meeting, New York 
City. 

*Oct. 31-Nov. 2. Colorado chapter, annual meeting, Cosmopoli- 
tan Hotel, Denver. 

Nov. 3-6. Southern Medical Association, meeting, New Orleans, 

La. 
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Arrern 11 pays of hearings (including unusual after- 
noon meetings) on all phases of the Social Security law, 
the House Ways and Means Committee went into 
executive session to make its decisions. Proposed 
amendments are represented by more than 400 bills, 
ranging from simple increases in benefits to elaborate 
plans to extensively remodel the program, including 
provision for hospitalization and surgical care. 

While it is not possible at this writing to state what 
the committee’s bill will recommend, the consensus of 
observers (including those advocating the Forand bill) 
is that it will provide for a 10 per cent increase in 
monthly benefits to be paid for by increasing the wage 
base on which social security taxes are paid from the 
present $4,200 to $4,800. A small increase in monthly 
public assistance benefits, paid out of general tax reve- 
nues, also is expected. 

While the first week of the hearings was devoted to 

programs other than medical care (for instance, repre- 
sentatives of the Amish religion and a national fire- 
man’s organization urged that their members be exempt 
from the program), the medical phase was discussed by 
some witnesses. In answer to a direct question by Rep- 
resentative Aime J. Forand (D-R.I.) as to whether the 
Administration would support his bill to provide hos- 
pitalization or a combination of 120 days a year of 
hospital, nursing home and surgical care, the outgoing 
Secretary of Health, Education and Welfare, Marion B. 
Folsom, gave a direct “No!” 
_ The Secretary suggested that if the committee were 
interested in a Forand-type hospitalization plan, it 
should wait until next January when a current study 
of the Social Security program will be completed. He 
also pointed out the rapid expansion in health insur- 
ance programs for the aged; that many emplayers are 
Providing this insurance for their retired employees; 
and that improvements in nursing homes, chronic dis- 
tase and rehabilitation facilities for the aged all promise 
a reduction in medical care costs. 


The AMA Washington Report highlights 
legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


AMA Washington Report 


Most significantly, Mr. Folsom hinted that the Ad- 
ministration would not object to a 10 per cent increase 
in cash benefits, with an appropriate increase in the 
wage base to cover its cost. 

Ira O. Wallace, president of the American Nursing 
Home Association, also opposed Forand-type legisla- 
tion. He recommended increases in state-distributed 
public assistance funds as an alternative. 

Senator William Proxmire (D—Wis.), who has intro- 
duced a bill providing major liberalization of social 
security, including a hospitalization-surgical plan, 
urged favorable consideration of his proposal. Repre- 
sentative John W. Byrne (R—Wis.) reminded the sena- 
tor that the Proxmire proposal would have an annual 
tota! cost of $7.2 billion and would mean an additional 
tax of $168 for those earning a salary of $7,500, and 
a $252 increase for the self-employed. 

Representative Charles O. Porter (D-Ore.) strongly 
endorsed the Forand bill, while stating that some of his 
“friendly critics” among doctors have told him that the 
bill is socialized medicine, “that old horror.” 

Other organizations supporting a hospitalization pro- 
gram under Old Age and Survivors Insurance were the 
National Farmers’ Union, the National Consumers 
League, the National Institute of Social Work and the 
American Public Welfare Association. Two state wel- 
fare commissioners, Patrick A. Tompkins of Massachu- 
setts and Raymond Hilliard of Illinois, also supported 
the Forand bill. 


Hospital Care Scrutinized 


The second week of the hearings was devoted almost 
exclusively to suggested hospitalization and surgicare 
programs. Prominent among the supporters of these 
plans was Nelson Cruikshank, head of the AFL-CIO’s 
department of social security. Among other arguments, 
he expressed his concern for the problems of Blue Cross 
and Blue Shield by pointing out that adoption of the 
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Forand bill would relieve them of the added costs of 


protecting the aged and put the Blues in a better posi- 
tion to compete with commercial health insurance. 

The American Nurses Association supported “the 
principle of social insurance to provide hospitalization 
for the aged” and urged that the services of visiting 
nurses be provided under the program. 

The Physicians Forum supported the Forand bill and 
also called for compulsory coverage of physicians. 


AHA Opposes Forand Bill 


TheAmerican Hospital Association opposed passage 
of the Forand bill “at this time.” Mr. Ray Amberg, 
president-elect of the association, and Dr. James P. 
Dixon of Philadelphia, chairman of the AHA Commit- 
tee to Study the Health Needs of the Aged, proposed 
that an advisory council be appointed to look into the 
matter and report back to the Ways and Means Com- 
mittee by January 1, 1960. The council, which would 
be composed of hospital and medical leaders as well as 
representatives of labor, management and the public, 
would make “‘a careful appraisal of the ways in which 
government might participate, and of the dangers 
which we think are inherent in governmental financing 
of hospital care for the aged, and an examination of 
ways in which, under OASI or any other approach, 
those dangers might be avoided or minimized.” In his 
statement, Dr. Dixon said that his committee had come 
to the conclusion that federal aid to defray the cost of 
hospitalization for the aged was necessary because state 
and local communities could not do the whole job. ° 

Testifying in Opposition to the Forand bill for the 
American Medical Association were Dr. Leonard Larson 
of Bismarck, N. D., newly elected chairman of the 
Association’s Board of Trustees, and Dr. Frank H. 
Krusen of Rochester, Minn. recently awarded the 
AMA’s Distinguished Service Award. 

Dr. Larson characterized the medical provisions of 
HR 9467 as “unwise, unnecessary and not in the public 
interest.” He pointed out: “Such a proposal would 
mean a federally financed and federally controlled sys- 
tem of medical and hospital care, first for Social Security 
beneficiaries, subsequently for other groups and ulti- 
mately for everyone.” 

Enumerating the tremendous advances in medical 
science in recent years with the corresponding increase 
in life expectancy, Dr. Larson went on to say: “Thus, 
we in medicine have helped to create not only the 
problems of the aged, we have helped to create the 
aged. We have done it under the free choice system. 
We can solve the probiems in the same way.” 

Dr. Larson promised Congressman Forand that he 
would “tas Chairman of the Board of Trustees . . . de- 


vote all my energies to solving this problem and other 
problems of medical care in general. This is my primary 
interest. I rise or fall on what happens in this field.” 

After reviewing the medical aspects of the Forand 
bill, Dr. Krusen stated : “In our opinion, this legislation 
would inevitably result in poorer—not better— health 
care for the intended beneficiaries.” He pointed out 
that beneficiaries would be limited in their choice of 
hospitals and physicians, “inasmuch as many highly 
qualified hospitals and doctors would prefer to remain 
independent of government control. . . 

**The professional relationship between the doctor 
and his patient would be hampered. Government regu. 
lations would be imposed on patient and physician, 
bringing a third party between them. . . 

“The hospitalization provisions of the proposal 
would create a needless and dangerous overcrowding of 
already limited hospital facilities. With personal and 
family financial responsibility eliminated, many aged 
persons would seek unnecessary hospital and medical 
care. . .” He pointed to experience in other countries 
with such programs. 


Sees Danger in HR 9467 


Dr. Krusen expressed the opinion that HR 9467 
would destroy the health insurance business among the 
aged, 40 per cent of whom are now covered, and eventu- 
ally destroy the entire movement which now covers 123 
million Americans. 

Reminded that the headlines of the morning papers 
had announced a 42 per cent rise in local Blue Cross 
rates, Dr. Krusen commented that since Blue Cross is 
a nonprofit operation, the increase represents increased 
hospital costs. He told the committee that the costs 
would not be lower if the government were in the 
picture. He also reminded the committee that Blue 
Shield rates were not being increased. 

Dr. Donald Stubbs of Washington, D. C., represent- 
ing Blue Shield, stated that it has been repeatedly 
demonstrated that we cannot retreat from a compulsory 
program once it has been established and for this, among 
other reasons, his organization opposed the Forand bill. 

Other groups opposing this proposal were : American 
Dental Association, U.S. Chamber of Commerce, Na- 
tional Association of Manufacturers, National Associa- 
tion of Retail Druggists, National Conference of 
Catholic Charities and both the life and health insur- 
ance industries. 

In a letter sent to Chairman Will Mills (D-Ark), 
Dr. F. J. L. Blasingame reiterated the association's 
opposition to compulsory social security coverage for 
physicians and urged adoption of the Jenkins-Keogh 
bill as an alternative. 
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Pillsbury, D. M., Shelley, W. 8. and Kligman, A. M.: Dermatology, Philadelphia, W. B. Saunders, 1956, pol? 


TOPICAL LOTION 


tisone. 


NEO-HYDELTRASOL 


(Prednisolone 21-phosphate with neomycin sulfate) 


2000 times more soluble than prednisolone 


or hydrocortisone 


MERCK SHARP & DOHME 


Division of MERCK & CO., INC., Philadelphia 1, Pa. 


e free of any irritating particulate matter. 

e uniformly higher effective levels of prednisolone. 
e no sting, stain, unpleasant smell or stickiness. 

© spreads smoothly, evenly, invisibly. 


SUPPLIED: Topical Lotion NEO-HYDELTRASOL 0.5% (with neomycin sulfate) 
and Topical Lotion HYDELTRASOL 0.5%. In 15 cc. plastic squeeze bottles. Also 
available as Topical Ointment NEO-HYDELTRASOL 0.5% (with neomycin sul- 
fate) and Topical Ointment HYDELTRASOL 0.5%. In 5 Gm. and 15 Gm. tubes. 
HYDELTRASOL and NEO-HYDELTRASOL are trade-marks of Merck & Co., Inc. 
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release 
capsules 


Mepro span 
meprobamate (Miltown®) capsules 


*TRADE-MARK  CME-7326 


q.12 h. 


1.Meprobamate is more widely prescribed than any 
other tranquilizer. Source: Independent research 
organization; name on request. 

pari of Meprosp 
d action meprob psule) with other 


tranquilizing and relaxing agents in children. 
b d for publicati 1958. 


Literature and samples on request 


Two capsules on arising last all day 
Two capsules at bedtime last all night 


relieve nervous tension on a sustained 
basis, without between-dose interrupt 


“The administration of meprobamate in 
sustained action form [Meprospan] pr 
a more uniform and sustained action... 
these capsules offer effectiveness at 
reduced dosage.’” 


Dosage: 2 Meprospan capsules q. 12 h. 
Supplied: 200 mg. capsules, bottles of 30. 


\P WALLACE LABORATORIES, ‘New Brunswick, N. J. 


who discovered and introduced Miltown® 
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CANDINATE 


CAD TUC CADNIAL 


ATT. 


TAKE A NEW LOOK AT FOOD 
ALLERGENS™-TAKE A LOOK 
AT NEW 


In a recent 140-patient study’ DIMETANE gave “more relief or was superior to other anti- 
histamines,” in 63, or 45% of a group manifesting a variety of allergic conditions. Gave 
good to excellent results in 87%. Was well tolerated in 92%. Only 11 patients (8%) 
experienced any side reactions and 5 of these could not tolerate any antihistamines. 
DIMETANE Extentabs (12 mg. each, coated) provide antihista- In 
mine effects daylong or nightlong for 10-12 hours. Tablets 


(PARABROMDYLAMINE MALEATE) 
(4 mg. each, scored) or pleasant-tasting Elixir (2 mg. 15 cc.) 


may be prescribed t.i.d. or q.id., or as supple- me ne 


mentary dosage to Extentabs in acute allergic 4 
situations, A. H. ROBINS CO., INC., Richmond 


20, Virginia. Ethical Pharmaceuticals of Merit Since “1878. EXTENTABS® e TABLETS e’ ELIXIR 
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FOR THE CARDIAC CANDIDATE FOR 


CAUGHT BETWEEN 
HIS TENSION 
HYPERTENSION 


MODERIL 


Brand of rescinnamine 


OVERCOMES THE DRAWBACKS OF PREVIOUS 
RAUWOLFIA AND RESERPINE THERAPY — 


the distinctive new rauwolfia alkaloid. Untoward reactions 
infrequent and minimal. Provides significantly better, 
‘uniformly sustained tranquilization and blood pressure 
reduction in the tension-hypertension syndfome, as well as 
in acute anxiety states and chronic mental disorders. !-4 


SUPPLIED: Mopern Tablets —yellow, scored 0.25 mg. oval 
tablets, bottles of 100 and 500; salmon, scored 0.5 mg. 
/ oval tablets, bottles of 100. 


1, Moyer, J: H. et al.: South. M. J. $0:499, 1957. 2. Smirk, F. H., 
: Lancet 2:119, 1955. 3. Winton, S. S.: 

Toure Rec. Med. 170:665, 1957. 4. Malamud, W., et al.: 

Am. J. Paychiat 114:193, 1957. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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Linoleic Acid (Essential Unsaturated Fatty Acid) and Pyridoxine HCl 


lowers elevated 
serum cholesterol levels’ 


pleasantly orange-flavored 
emulsion avoids taste fatigue 


EMULSION for therapy — bottles of 1 pint 

CAPSULES for prophylaxis or long-term maintenance — 
bottles of 100 and 250 

1. Van Gasse, J. J., and Miller, R. F.: Current Concepts on the Etiology 


and Management of Atherosclerosis, Scientific Exhibit, 
A.M.A, Meet., June 3-5, 1957, New York. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


L A Totally New Molecule for the Treatment of 


Chronic Fatigue States 
Mild Depression 


GP August 1958 


Advantages of ‘Deaner’ 


* Effects come on gradually 


and are prolonged . . . 


Without causing hyperirrita- 
bility, jitteriness or 
emotional tension... 


* Without causing excess motor 
activity ... 

* Without causing loss of 
appetite... 


° Without elevating blood 
pressure or heart rate... 


° Without sudden letdown on 
discontinuance of therapy. 


“Deaner’ is supplied in 25 mg. 
scored tablets 


Another First 


LOS ANGELES 


2-dimethylaminoethanol (deanol) 


Proved of value in that large contingent of patients 
with vague, undefined symptoms, who feel under par 
and lack energy or are mildly depressed. Failure to 
obtain adequate restoration from sleep is another 
indication. 


Reports from Investigators 


In medical student volunteers, ‘Deaner’ produced in- 
creased daytime energy and attentiveness at lectures, 
sounder sleep (with a reduction in the hours of sleep 
needed), better ability to concentrate, decreased appre- 
hensiveness prior to and during examinations, a more 
affable mood and outspoken personality. 


1. Murphree, H.B. Jr.; Jenney, E.H., and Pfeiffer, C.C.: Presented before Assoc. for 
Research in Nervous and Mental Disease, New York, Dec. 12-14, 1957.To be published. 


In Exhaustion and Depression —In a study of over 
100 patients suffering from various psychiatric disorders, 
especially exhaustion and mild depression, the clinical 
effect of “Deaner’ was to increase energy and to relieve 
depression in over 70%. 

2. Lemere, F., and Lasater, J.H.: Am. J. Psychiat. 114:655 (Jan.) 1958. 


In Learning Problems—Some of the children with 
reading problems and other learning defects have improved 
markedly during their treatment with ‘Deaner’, 

3. Octtinger, L.: To be published. 


Dosage: Initially, 1 tablet (25 mg.) daily in the morn- 
ing. Maintenance dose, 1 to 3 tablets (25 to 75 mg.) 
for adults, % to 3 tablets daily for children. Full 
benefits may require two weeks or more of therapy. 


| _ | 


CONFORMS TO CODE FOR ADVERTISING 


THE BORDEN COMPANY 
PHARMACEUTICAL DIVISION 


LIQUID Bremil 


BORN 


1958* 


WEIGHT 


13 FLUIDOUNCES 


*The 101st anniversary of the ~ truly 
safe milk for babies —developed by 
Gail Borden 


ALL THE CONVENIENCE OF A LIQUID 
WITH ALL THE SIGNIFICANT NUTRI- 
TIONAL ADVANTAGES ESTABLISHED 
BY BREMIL® POWDERED 


unique for the routine physiologic feeding of normal newborns 
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NEWBORN... 
FOR TRANQUIL NEWBORNS 


LIQUID Bremil 


MINIMIZES HYPERIRRITABILITY 
Liquid BREMIL is the only liquid formula food with a guaranteed physiologic 
Ca:P ratio of 14:1. This Ca:P ratio, comparable to breast milk and more 
physiologic than cow's milk, virtually eliminates neonatal tetany. Clinically, 
BrEMIL-fed babies are singularly free of hyperirritability, restlessness, wake- 
fulness, and excessive crying. 


INHIBITS DIAPER RASH 
Added methionine inhibits excessive ammonia formation and diaper rash. 


AVOIDS PERIANAL DERMATITIS 
Perianal dermatitis, frequently encountered with maltose-dextrins-modified 


formulas, is minimized by use of lactose, the sole carbohydrate in Liquid 
BREMIL as in breast milk. 


MINIMIZES DIGESTIVE UPSETS 

Special blend of vegetable fats closely resembles fatty acid pattern of breast 
milk — about 50% unsaturated. Linoleic acid content slightly higher than breast 
milk, about four times that of cow's milk. Virtual freedom from volatile fatty 
acids and finely divided fat emulsion help ensure ease of digestion. 


LESSENS DANGERS OF DEHYDRATION DURING PERIODS OF STRESS 
Electrolyte and protein content patterned after breast milk, thus maintaining 
renal solute load well within physiologically desirable limits. 


COMPLETE IN MULTIVITAMINS AND CARBOHYDRATE 
“Metered” mu: tivitamins are added, eliminating supplementary vitamins under 
normal circumstances ...no additional carbohydrate is needed. 


TOTAL ... natural tranquility for infants, parents, nurses, physicians 


Now available in 13-fluidounce tins at all drug outlets; 24 tins to the case. 


THE BORDEN COM PANY / PHARMACEUTICAL DIVISION 
350 Madison Avenue, New York 17 BREMIL MULL-SOY DRYCO BETA LACTOSE KLIM 
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RELIEVED IN MINUTE 


Acute: 74% of severe 
attacks terminated by 
oral medication 


Fifty unselected patients admitted for emergency 


room treatment of severe acute asthmatic attacks 


were given 75 cc. Elixophyllin orally instead of intra- 


venous aminophylline. Of these, 37 (74%) were 
completely relieved and discharged without further 


treatment — 9 responded to additional therapy — 


4 were hospitalized as status asthmaticus cases. 
— Schluger, J., et al.: Am. J. M. Sci. 234:28, 1957. 
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ag Progressive increases in vital after 15 min. 
capacity following a single 
oral dose of five tablespoonfuls | 
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ORAL DOSAGE... 


hronic: Daytime dosage 
chedule affords most patients 
-hour relief 


t two days After two days 
cc. (3 tablespoonfuls) on arising Size of doses should be 
) cc. (3 tablespoonfuls) on retiring slightly decreased to 
cc. (3 tablespoonfuls) once midway determine proper individual 
between above doses (about 3 P.M.) maintenance dosage. 


h tablespoonful (15 cc.) contains: THEOPHYLLINE, 80 mg., ALCOHOL 3 cc. 
bitles of 16 fl. oz. available at prescription pharmacies — Rx only. 


LIXOPHYLLIN 


Gastric Intolerance 
Rarely Encountered. ©ferman aboralories 


lerature upon request - Detroit 11, Michigan 
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to relieve 


FINNERTY, F. A., Buchholz, J. H. and Tuckman, J.: J.A.M.A. 166:141, 
Jan. 11, 1958. 


DIURIL (Chlorothiazide) given alone to 85 patients, “. . . caused an excellent 
diuresis, with reduction of edema, weight, blood pressure, and albuminuria. . . . 
The average effective dose was found to be 1 Gm. per day by mouth. . . . The usually 
excellent response coupled with the absence of significant toxicity and lack of 
development of drug resistance makes chlorothiazide ideal for the prevention 

and treatment of toxemia.” 


DOSAGE: one or two 500 mg. tablets of DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide) ; 
bottles of 100 and 1,000. . 


Diurit isa trademark of Merck & Co., Inc. 


©1958 Merck & Co., Inc, 


MERCK SHARP & DOHME biwvision of MERCK & CO., INc., Philadelphia 1, Pa. mo 
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blood pressure, 


ANY INDICATION FOR DIURESIS IS AN INDICATION FOR , DIURIL 
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PYELONEPHRITIS 


“A DISEASE OF THE TUBULES” AS WELL AS THE GLOMERULI 


In pyelonephritis, “the tubules suffer from damage to 
their lining cells which show cloudy swelling, granular 
degeneration and diminution in size. Inflammatory cells 
and colloid casts are found in the lumen of the tubules. 


inflammatory cells are present also in the interstitial 


tissue. The glomeruli remain normal over a long period.” 
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In addition to simple glomerular 
filtration, FURADANTIN is actively 
excreted by the tubule cells. 


In the treatment of pyelonephritis, it is important to select an agent such as 
Furadantin which—in addition to its glomerular filtration—is secreted by 
the tubule cells. On the other hand, it has been demonstrated that sulfona- 
mides, both free and acetylated, are excreted primarily by glomerular fil- 
tration,? and that “‘the mechanism of excretion of tetracycline is solely a 
glomerular filtration process without tubular involvement.’’* 


In pyelonephritis ... FURADANTIN, first 


Furadantin “‘may be unique as a wide-spectrum antimicrobial agent that is 
bactericidal, relatively nontoxic, and does not invoke resistant mutants. The 
importance of an agent with these characteristics that could be used for a 
long period in the treatment of chronic pyelonephritis has been recognized, 
and it is in this sphere that nitrofurantoin may have its greatest use.""* 


Available as Tablets, Oral Suspension and Intravenous Solution. 


References: 1. Smith, |. M., and Lenyo, L.: Am. Practitioner 9:78, 1958. 2. Bass, A. D.: Chemotherapy 
of Bacterial Infections I: Sulfonamides, in Drill, V. A.. ed.: Pharmacology in Medicine, New York, 
McGraw-Hill Book Co., inc., 1954. 3. Pindell, M. H., et al: J. Pharm. Exp. Ther. 122:61A, 1958. 
4. Waisbren, B. A., and Crowley, W.: A.M.A. Arch. Int. M. 95:653, 1955. 


ol NITROFURANS—a new class of antimicrobials—aneither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 
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Squibb Multiple Vitamin Drops 


Baby Drops 


for infants and children up to 4 years of age 
* pleasant-tasting full vitamin support 

* in half the volume 

* lasts twice as long 


Engran Baby Drops Contain: 


Engran 


Riboflavin ..... 
Nicotinamide 
Vitamin C ........ 
Pyridoxine HCl 
d-Panthenol .... 


Supply: 15 ec. and 50 cc. bottles, Convenient 
‘Flexidose’ dropper assures accurate dosage, 


* Squeeze bulb at A 
for 0.3 cc. 


* Squeeze bulb at B 
for 0.6 ec. 


Squibb Quality—the Priceless Ingredient 


1858 1958 


*ENGRAN'®D AND “FLEXIDOSE’ ARE SQUIBB TRAC EMARKS 
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“Premarin’’ with Meprobamate 


Each tablet contains 0.4 mg. “Premarin,” 200 mg. meprobamate. 


PMB (‘“Premarin” with Meprobamate) is an ideal 
preparation for the control of the menopausal syn- 
drome when undue emotional stress is a complication. 
When these symptoms are relieved, therapy is resumed 


with “Premarin” alone. 


Simple to prescribe as merely PMB 


Supply: No. 880, PMB-200, 
bottles of 60 and 500. 


Also available 
No. 881, PMB -400 (““Premarin” 0.4 mg. with 
meprobamate 400 mg.), bottles of 60 and 500, 


AYERST LABORATORIES . NEW YORK 16, N. Y. « MONTREAL, CANADA 


“Premarin” ® conjugated estrogens (equine) Meprobamate, licensed under U.S. Pat. No. 2,724,720 
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“MEDIATRIC” 


The improved ‘Mediatric”’ 
formula helps renew the 


vitality of your elderly pa- 
tients and makes them more 
able to cope with the stress 
of old age. The new formula 
“Mediatric” provides, in ad- 
dition to the steroids, 100% 
more Vitamin C, twice as 
much B:, added B factors, and 
lower iron dosage (to lessen 
gastric irritation yet ade- 
quate for specific therapy). 


It also contains a mild anti- 
depressant to give a gentle, 
emotional lift. 


new 
improved formula M E D AT R ! aes 


steroid-nutritional compound 
Each capsule or tablet contains: 


Conjugated estrogens equine Folic acid U.S.P. ........2..cescecescees 0.33 mg. 
0.25 mg. Ferrous sulfate exsic. .................- 30.0 mg. 

Methyltestosterone.................... 2.5 mg. d-Desoxyephedrine HCl................. 1.0 mg. 

Vitamin C (ascorbic acid)............... 100.0 mg. ¢ 

Vitamin B,, with intrinsic factor Suggested Dosages: Male — 1 capsule or 1 tablet 
eueumtrate. .. 7 1/6 U.S.P. Unit daily, or as required. Female — 1 capsule or 1 tablet 

Thiamine mononitrate (B,) 2 Sp slimy 3 "10.0 mg. daily, or as required, taken in 21 day courses with 

5.0 mg. rest period of one week between courses. 

Nieotinamide > 50.0 mg. Supplied: Capsules — No. 252— Bottles of 30, 100, 

ens 3.0 mg. and 1,000. Tablets — No. 752 — Bottles of 

Cale. pantothenate..................++- 20.0 mg. 100 and 1,000. 


AYERST LABORATORIES * New York 16, New York *« Montreal, Canada 
5829 
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The Emergency Medica! Care Card is deteched et the perforation lines by patient before use. 


New I. D. card 
for your 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 
Vetker Bovleverd at Brookside, Kansas City 12, Missouri 


THIS CARD MAY SAVE YOUR LIFE 
ALWAYS CARRY IT WITH YoU 


EMERGENCY ADDRESSES 
notify: 


‘This new Emergency Medical Care Card * 
folds in half to fit billfold pocket. 

It has space for emergency addresses 
and telephone numbers, including 
your own. It carries medical data, 


filled in by you, of importance 3 
in emergency treatment: blood type, | 
drug sensitivity, diabetic condition. & 
The Academy's Commission 
on Legislation and Public Policy | 
designed this card for free distribution [im 
to your patients. & 
Emergency Medical Care Cards oh 
are available at cost, two dollars per lf : 
(minimum order: 100 cards), a 


from Academy headquarters. 
Use the order blank below. 


CALL A PHYSICIAN 


SURGICAL INFORMATION 


ORDER BLANK 


The American Academy of General Practice 
Volker Boulevard at Brookside 
Kansas City 12, Missouri 


Please fill my order, as checked below, for the new Medical Emergency 
Identification Card. I understand that the price is $2.00 per 100 cards, 
postage prepaid. 


MEDICAL EMERGENCY 
IDENTIFICATION CARD 


(7) 100 cards for $2.00 [1] 400 cards for $ 8.00 
(C] 200 cards for $4.00 (C] 500 cards for $10.00 
(CJ 300 cards for $6.00 ______ cards at $2.00 per 100 
([] My check covering this order is attached. 


Shown two-thirds of actual size 


ORF) ta A: 
in 
Bite. 
EMERGENCY MEDICAL CARE CARD 
Member of Bive Cross? Policy Ne, 
Gisbetic? ___ Insulin (type and dosage) 
NOTE:A diabetic person may act strangely during severe insulin 
reaction. Suger or candy will sid recevery. 
: 
a Prepored ond distributed by The American Acodemy of General Practice 
‘ 
Detach hore 
The information on your medical emergency iden- who 
tification card may save your life. If you are in- 
on ie jured or suddenly ill, the physician who treats you ae be chan 
ek 4 needs certain important information. The attached bys og Whol 
card summarizes your medical history and pro- just 
vides essential facts. Carry the card on your per- 
AMERICAN ACADEMY OF GENERAL PRACTICE Me 
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The whole family likes “Premarin?’ 


Na sense, when you prescribe 

“Premarin” for a wife and mother 
who is suffering in the menopause, 
chances are you're treating the 
whole family. Junior, Sis, and Dad, 
ust like Mom, can tell the difference 
right off. 
Mother isn’t just more tranquil on 
Premarin” therapy. Hundreds of 
Published reports tell us she takes a 


positive outlook on life. She feels 
good. And we all know that’s the 
single’ most important factor for a 
happy home. 

Women on “Premarin” receive 
treatment that covers every aspect 
of the menopause, including prompt 
relief of physical distress. 

Is it any wonder physicians say 
the woman suffering in the meno- 


pause deserves “Premarin”? Many 
a family would agree. 

“Premarin,” conjugated estrogens 
(equine), a complete natural estro- 
gen complex, is available as tablets 
and liquid, and also in combination 
with meprobamate or methyltestos- 
terone. 

Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada (or 
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oF WATER: 


Mudrane—unigue 
in its. Cainprehensive 
therapeutic balance 
and in its stable 
formulation 6F standard 
antiaschmatic drgs— 
pravides superiar 

relief without side-effeces 


in bronchial asthraa, 
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Husbands, too, like “Premarin?’ 


foal physician who puts a woman 
on “Premarin” when she is suf- 
fering in the menopause usually 
makes her pleasant to live with once 
again. It is no easy thing for a man 
to take the stings and barbs of 
business life, then to come home 
to the turmoil of a woman “going 
through :he change of life.” If she 


is not on “Premarin,” that is. 

But have her begin estrogen re- 
placement therapy with “Premarin” 
and it makes all the difference in 
the world. She experiences relief 
of physical distress and also that 
very real thing called a “sense of 
well-being” returns. She is a happy 
woman again — something for which 


husbands are grateful. 

“Premarin,” conjugated estrogens 
(equine), a complete natural estro- 
gen complex, is available as tablets 
and liquid, and also in combination 
with meprobamate or methyltesto- 
sterone. 


Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada z 
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Because of the greatly increased use of oxygen 
—as prescribed by doctors for positive pressure 
breathing treatments, the administration of 
aerosolized drugs, and for oxygen therapy—it 
is important to know where oxygen and its ad- 
ministering apparatus are available, outside of 
the hospital. 

As a service to physicians, LINDE has pre- 
pared a list of more than 700 distributors of 


You can rely on Oxygen U.S.P. by LInDE— 
producer of highest-purity oxygen for more than 50 years | __ Division of Union Carbide Corporation 


UNION 


CARBIDE 


When OXYGEN is needed outside the hospital... 


LINDE oxygen in the United States and Canada. 
It has been printed in compact form, suitable 
to carry in your pocket, treatment case, or au- 
tomobile glove compartment. 

If you would like a copy of this listing, with- 
out charge, please fill out and mail the coupon 
below. You may have extra copies for your pa- 
tients, on your request. 


LINDE COMPANY (Dept.GP-8) 


30 East 42nd Street, New York 17, N. Y. 


Please send me copies of the pocket-size booklet, 
“Sources of LINDE Oxygen in United States and Canada.” 


= 
| 
re 
ate ‘The terms “Linde” and “Union Carbide” are registered L 
ae trade-marks of Union Carbide Corporation. 
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Calamine and Hydrochloride Lotion and Cream 
CALADRYL soothes irritated skin surfaces. Its antihistaminic-antipruritic 
action is especially useful in mild sunburn, prickly heat, sect bites, and in 
poison ivy and poison oak. 


CALADRYL is stainless, cosmetically inconspicuous, easy to use. It is supplied 


% in two convenient forms—Lotion in 6-o0z. bottles and Cream in 144-0z. tubes. 


4 
| 
4 
yl 
i 
a PARKE, DAVIS & COMPANY DETROIT 32, MICHIGAN | 


Gentian Violet Supprettes are preferred by 


physicians for maximum 

Pregnancy moniliasis 
Antibiotic moniliasis 
Mycotic leukorrhea 
Diabetic vulvitis 
Mycotic vulvovaginitis 
Pruritus vulvae 


fungicidal activity ...by . 
patients for minimal messiness 


Gentian Violet Supprettes provide rapid relief from itch- 
ing, burning, and discharge without irritation to vaginal =a... «*Neocera’’ Base 
membranes. Effective even in resistant cases of monilial makes the Difference 
vaginitis. Messiness and cost are less than with other = Contains no oils or fatty materials. Con- 


gentian violet preparations. sists of water-soluble Carbowaxes* with 

active dispersal agent. Mixes completely 

with vaginal and cervical fluids to assure 

Composition: Each Supprette contains gentian violet thevough pesstretion tote yaphial 
0.2%, lactic acid 0.3%, and acetic acid 1.0%. wall. 


Supplied: In jars of 12. “Trademark U.C.C. 


GENTIAN VIOLET SUPPRETTES 


NO REFRIGERATION NECESSARY ° Samples on Request 


hebstr THE WILLIAM A. WEBSTER COMPANY MEMPHIS 5, TENNESSEE 
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Average Tao biood levels are two 
times those obtained with erythr 
30 subjects crossover study 
‘ TAO, 250 me. single dose 
2 
ge 
3 
erythromycin, 290 me 
(brand of triacetyloleandomycin with gluCOSAmine) Single dose 
Capsules / Oral Suspension TIMEINHOURS O 1 2 3 4 
TAo gives urinary concentrations greamantin 
than those obtained with erythromiy strai 
50 
40 
Per cent of the orally administered antibiotic a- 
tivity detected in a composite 8-hour urine sam- 
ple following ingestion of a single 250 mg. dose. 
0 hh, WH 0 Tao is effective against 9 out Mon i 
nd Se 
ae CLINICAL DIAGNOSES Respiratory | ct 


adults 105 
23 Acute 


15 Acute tonsillitis 
11 Lobar pneumonir skin 
9 Bronchial pneviggitissue 
9 Acute bronchi 


38 Other respira 


children 142 

48 Throat infect ulo: 
28 Acute pharyné! ‘skin 
24 Acute tonsillitis 


18 Otitis media 
24 Other respira 
*RADEMARK 
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Tao is therapeutically stable in gastric 
acid; does not require protective coating 


S 
TAO erythromycin, erythromycin with 
r enteric coated chemical protective coating 


In minutes,Tao is available for absorption in the stomach. 


Tao has a greater spectrum of efficacy than penicillin, 


antimicrobial spectrum of Tao encompasses 
strains of common pathogens (notably staph- 
cci) resistant to penicillin and erythromycin 


Penicillin 
antipathogen 
spectrum 


TAO-susceptible (24) 


15 


erythromycin-susceptible (10) 


10 


| susceptible (2) 


Susceptibility pattern of 40 epidemic staphylococcal isolates 
from Houston, Galveston and New York City, April, 1958; 
susceptibility determined as response to 3.12 mcg. or units 
per ml. or less, in standard broth dilution procedure. 


infections: Summary analysis of 385 case reports 


ind Soft 
ctions 


ulosis 
Skin and 
issue 


Urinary Tract Infections 


32 
10 Cystitis 
10 Gonorrhea 
12 Other urinary tract 


Septicemia 
Diabetic gangrene 
Purulent arthritis 
Hiatal hernia 
Gastroenteritis 


7 


Septicemia 
Gastroenteritis 
Infectious diarrhea 
Osteomyelitis 


including penicillin-resistant staphylococci 


istant 
pen in-res 


CLINICAL all Staph. 
RESULTS adults children _ infections 
Cured 172 (80%) 148 (89%) 71 (88%) 
Improved 28 (13%) 8 (5%) 7 (9%) 
Failure 17 (7%) 11 (7%) 3 (3%) 


Types of infecting organisms: 

The majority of identified etiologic microorganisms were 
Staph. aureus (32 in adults and 19 in children), and Staph. 
albus (13 in adults and 7 in children). TAO has its greatest use- 
fulness against the common infections caused by organisms 
such as: staphylococci (including strains resistant to other 
antibiotics), streptococci (beta-hemolytic strains, alpha-hemo- 
lytic strains and enterococci), pneumococci, gonococci, Hemo- 
philus influenzae. 


REACTIONS: 


(a) adults (b) children 
Total—9.2% (20 out of 217) Total—0.6% (1 out of 167) 
Skin rash—1.4% (3 out Skin rash—none 
of 217) Gastrointestinal —0.6% 
Gastrointestinal —7.8% (1 out of 167) (diarrhea) 
(17 out of 217) (nausea, 
diarrhea, flatus) 


There was complete freedom from adverse 
reactions in 94.5% of all patients. 


Side effects in the other 5.5% were usually mild 
and seldom required discontinuance of therapy. 


| | | 
| 
| 
dose 
4 
gram- gram- 
some 
20 
x0 a spec 
tozoa 
otic ac- 
dose. 
7 
Miscellaneous 
8 
issue 
nsillitis 


TT 
gest 
Lit 
++ + | 
+ 
+ 
++ ++ 
4 
+ + t 
+ +4 ++ 
4 
T 
} 
ane 


A 

pote 

t 
| 
+4 
you nee 


+ 


against strains resistant to other 


“antibiotics, including the penicillins and erythromycin 
broader spectrum: than that of the penicillins, 


without risk of penicillin sensitization HHH 


} iit 


‘outstanding f Tiqui preparation 


- Dosage and Administration: Dosage varies to the | of 


+4 


} 

++ 


the infection. For adults, the average dose-is 250 mg..i.d.; to $00- mg. — 
more severe infections. For children § months to 8 years of 

_ doses has been found effective. 
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Since: “Tao saben gui acid it need not be admin- 
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no irritat particlés 


predni 21-phe 2 as the 
Monosodium salt—i3 675 mg. cc. of 
prednisolone or hydrocortisone. 


STERILE OPHTHALMIC SOLUTION 


NEO-HYDELTRASOL 


(prednisolone 21-phosphate with neomycin sulfate) 


2000 times more soluble than prednisolone 


e free of any particulate matter capable of or 


injuring ocular tissues, hydrocortisone 


e uniformly higher effective levels of pred- 


nisolone. 
SUPPLIED: Sterile Ophthalmic Solution NEO-HYDELTRASOL 0.5% (with neomycin sulfate) 


and Sterile Ophthalmic Solution HYDELTRASOL 0.5%. In 5 cc. and 2.5 cc. dropper vials. Also 


available as Ophthalmic Ointment NEO-HYDELTRASOL 0.25% (with neomycin sulfate) and 
Ophthalmic Ointment HYDELTRASOL 0.25%. In 3.5 Gm. tubes. M E RC K S HARP & D 0 H M E 
HYDELTRASOL and NEO-HYDELTRASOL are trade-marks of Merck & Co., Inc. Division of MERCK & CO., Inc., Philadelphia 1, Pa. 
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psule DailyDose 
rate in both stomach and intestines, eliminating 
parts of amphetamine and dextro amphetamine __ 
in the form of a nplex. Thre 
in the form of a resin complex. Three strengths— 


Hospital practice of infant feeding 


Self-regulated schedules 


The newborn may become a feeding problem if 
the formula is excessive or if he is awakened to 
be fed forcefully. 

The young infant may balk at new food or pro- 
cedure. The older infant, devoted to his bottle, 
may resent weaning—it takes a certain readiness 
for weaning to make the change agreeable, Later, 
the infant may become somewhat independent 
and arbitrary—what he enjoyed yesterday he 
rejects today. 


WHOLE MILK FORMULAS 


Whole A Number of 
Age Milk Water (Karo Syrup Feed Feedings in Total 
Months Fluid Oz. Tbsp. Oz. 24 Hours Calories 


> 


HW 
> 


EVAPORATED MILK FORMULAS 
Evaporated Each Number of 
Age Milk Water Karo Syrup Feeding Feedingsin Total 
Months Fluid Oz. Oz. Oz. 24 Hours Calories 


3 
4 


Yo 


NOONOUS 


6 
6 
7 
7 
7 
8 
8 


When a feeding problem is in the making, sensi- 
ble decorum will solve it. Nature invites infant 
feeding cooperation through hunger. If hunger is 
appeased on demand rather than by clock there 
will be fewer problems—the baby is the best 
judge of when he wants food and how much. 


Feeding must be adapted to the infant individu- 
ally to make it a pleasurable experience. This is 
the current objective in successful infant feeding 
formulated for normal infants in the charts below: 


ADVANTAGES OF KARO® SYRUP IN INFANT FEEDING 


Composition: Karo Syrup is a superior dextrin- 
maltose-dextrose mixture because the dextrins are non- 
fermentable and the maltose is rapidly transformed 
into dextrose which requires no digestion. 


Concentration: Volume for volume 
Karo Syrup furnishes twice as many 
calories as similar milk modifiers in 
powdered form. 


Purity: Karo Syrup is processed at 
sterilizing temperatures, sealed for 
complete hygienic protection and de- 
void of pathogenic organisms. 


Low Cost: Karo Syrup costs 1/5 as 


much as expensive milk modifiers 
and is available at all food stores. 


Free to Physicians—Book of In- 
fant Feeding Formulas with conven- 
ient schedule pads. Write: Karo In 
fant Feeding Guide, Box 280, New 
York 46, N. Y. 


CORN PRODUCTS REFINING COMPANY 
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532 
17 9 520 
20 11 610 4 
26 10 730 a’ 
28 11 740 7 
30 11 730 
32 9 760 
32 9 640 as 
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10 15 650 
14 21 796 
16 16 704 
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"Most likely Diabetes: Mild or 


Moderate 
candidate Age of 
for Orinase”® Onset: Around 40 
Previous 
Treatment: Diet, or 


less than 
now more than 40 units 


300,000 diabetics of insulin 
enjoy oral therapy daily 


In the pfesence of a functional pancreas, Orinase 
effects the production and utilization of native insulin 


REG. U. S. PAT. OFF.— tolbutamide » UPJOHN 
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from 

Clinical and experimental 
Studies 

with Softran 


NEW 


Provides effective tranquilization with ph 
iological safety. 


Often reduces hypertension by means « 


extended relaxation. 


3 Allows natural sleep by releasing tensior 


Softab form is convenient...can be take 


anywhere, anytime, no water needed. 


Softran is a “true” tranquilizer 


Pharmacologic screening involving four distinct types of techniques has den 
strated that buclizine [SOFTRAN] is a “‘true”’ tranquilizer. The experimental an 
did not exhibit motor stimulation or depression often seen with a number of a 
currently being used as tranquilizers. Cutting, Windsor; Baslow, Morris; R 
Dorothy, and Furst, Arthur, School of Medicine, Stanford University, Star| 
California: The Use of Fish in the Evaluation of Drugs Affecting the Central N 
System, submitted for publication. 


Softran is effective for mild to moderate anxiety-tension states 


Studies with buclizine [sorTRAN] indicated it to be a potent and versatile thera 
tic agent with clear-cut tranquilizing properties. It was found to be an effe 
ataraxic agent for mild to moderate anxiety-tension states and mild senile agitati 
With the tensions and stresses of everyday life mounting to a new high every 4 
the need for such preparations is apparent. The absence of habituation and tole 
... makes it of especial value. Additional properties of antihistaminic, anti-navst 
anti-motion sickness and hypotensive activity make buclizine [sor TRAN] 4 val 
compound in this field. Settel, Edward, M.D., Brooklyn, New York: Buclizing 


new Tranquilizing Agent, submitted for publication. 


Softran produced no undue drowsiness or other side effects 


In studies using buclizine [sorTRAN] for patients with anxiety associated with i 
tility SOFTRAN was found to be an effective tranquilizer. In doses of 50 mg 
daily adequate effectiveness was obtained withaut undue drowsiness ot = : 
able side effects. Schultz, John M.,M.D., Miami, Florida: Excerpt from clinica 
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Formula: 
Buclizine Hydrochloride ...... meg, 
1-p-chlorobenzhydryl-4-p- (t) -butylbenzylpiperazine dihydrochloride 


Usual dosage: 
One tablet, 1 to 3 times daily / Cu1Lpren : 4 tablet, 1 to 2 times daily. 


is a Superior tranquilizer in disturbed menopausal patients 

hes des We have been using buclizine hydrochloride [sortTRAN] for six months on over 200 
ental any Patients, both obstetrical and gynecological. We have found it to be a very superior tran- 
ser of ag Wilizer in those patients who are at the menopause age and require adjuvant therapy to 
fortis; Raq Odinary hormone replacement . . . It has been universally well tolerated. In only two cases 


y, Sarl in the entire group has there been objectionable lassitude or drowsiness. These have been 

‘ral Ney COUNKeracted very simply by the use of amphetamine compounds. We can unhesitatingly 
recommend it for use in such cases. Rutherford, Robert N., M.D., Seattle, Washington: \ 
Excerpt from clinical study. } 


Noften reduces hypertension ; 


an ef dm itis particularly noteworthy that systolic blood pressure is often reduced in patients with wee STUART ComPAnY 
> agitati essential hypertension. Diminution of psychic stress factors is apparently responsible for PASADENA, CALIFORNIA 
h every 4 this hypotensive effect. Settel, Edward, M.D., Brooklyn, New York: Buclizine a New 


‘nd Teanquilizing Agent, submitted for publication. 


dew nrelieved anxiety symptoms associated with infertility 

‘Buclisne Buclizine [sortran] and placebo were employed in a double blind study conducted with 
patients having anxiety symptoms associated with infertility. Marked tranquilizing proper- 
lies were observed with the buclizine-containing preparation [SoFTRAN]. An effective 
daily dose was 2 tablets (50 mg. each). The product was welf tolerated; side effects, such 


* TRADEMARK 


edwithitf]y *% drowsiness, were minimal. Tyler, Edward T., M.D., Los Angeles, California: An 
50 mg Evaluation of the Use of Tranquilizing Agents in Infertility, submitted for publication. 
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| A CIBA Documentary Report | 


How clinicians evaluate 


the safety and effectiveness 


of RITALIN’ 
as a psychic stimulant 


CONDITIONS TREATED 


RESULTS 


| COMMENTS ON SAFETY 


Depression accompanying chronic 
illness and convalescence from 
short-term illness; mild depression 
induced by life pressures; over- 
tranquilization. 


“The drug gave a pla- 
teau type of stimulation, 
smooth onset, with no 
euphoria . . . The effect 
lasted about four hours, 
gave the patient a feeling 
of well-being . . .” 


“The side effects of Ritalin are 
minimal.” ““The work showed that 
the drug had no effect on blood 
pressure, the blood count, urine 
or blood sugar, did not depress 
the appetite, and produced no 
tachycardia.””! 


Lethargy, fatigue and emotional 
depression secondary to chronic 
illness in elderly patients; mild 
depression secondary to short- 
term illness. (Twenty-three “nor- 
mal,” healthy people also received 
the drug.) 


“For the entire 112 pa- 
tients 66 per cent showed 
marked improvements 
[obvious drug effect and 
mood improvement] .. .” 


“No serious side reactions were 
noted ... In no case was it nec- 
essary to stop the drug. No evi- 
dence of significant effect upon 
blood pressure or pulse has been 
found. This is particularly inter- 
esting, since these side effects have 
been common with other mood 
elevating drugs. . .”? 


Drug-induced psychophysiologic 
depression; physiologic after- 
effects of certain anesthetics; bar- 
biturate intoxication; moribund 
states due to systemic infection. 
(All patients were epileptic, 
mentally retarded and/or brain 
damaged.) 


“All except two [of 129] 
patients responded to the 
initial injection [of paren- 
teral Ritalin] within 114 
to 15 minutes.” 


“In no instance was there any 
evidence of untoward effects.” 
.. the very poor basic physical 
condition of our patients in this 
study, those associated with pro- 
found chronic brain damage, ac- 
centuates the safety of parenteral 
Ritalin .. 


DOSAGE: Oral: Dosage will depend upon indication 
and individual response. Many patients respond to 
10 mg. b.i.d. or t.id. Others will require 20-mg. 
doses. In a few cases, 5-mg. doses will be adequate. 
If inability to sleep is encountered, last dose should 
be given before 6 p.m. Parenteral: 10 to 30 mg., intra- 
venously or intramuscularly. RITALIN® hydrochlo- 
ride (methylphenidate hydrochloride CIBA) 


REFERENCES: 1. Natenshon, A. L.: Dis. Nerv. System 
17:392 (Dec.) 1956. 2. Landman, M. E., Preisig, R., and 
Perlman, M.: J. M. Soc. New Jersey 55:55 (Feb.) 1958. 
3. Carter, C. H., and Maley, M. C.: Dis. Nerv. System 
18:146 (April) 1957. 
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SUMMIT, N. J. 
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Massengill Powder has a ‘‘clean”’ 
antiseptic fragrance. It enjoys i 
unusual patient acceptance. 


Massengill Powder is buffered 
to maintain an acid condition 
in the vaginal mucosa. It is more 

effective than vinegar and simple 
lady acid douches. 


Massengill Powder has a low 

1s surface tension which enables it 
to penetrate into and cleanse the 
folds of the vaginal mucosa. 


Massengill Powder solutions are 
easy to prepare. They are 
nonstaining, mildly astringent. 


powder 


Indications: Massengill Powder solu- 


fastidious 


when 


recommending tions are a valuable adjunct in the 
management of monilia, trichomonas, 

a staphylococcus, and streptococcus in- 
fections of the vaginal tract. Regular 

. douching with Massengill Powder so- 
vaginal lution minimizes subjective discomfort 
douche and maintains a state of cleanliness 
: and normal acidity without interfering 


with specific treatment. 


Currently, mailings will be forwarded 
only at your request. Write for samples 
and literature. 


THE S$. €. ASSENGILL COMPANY 


BRISTOL, TENNESSEE +» NEW YORK - SAN FRANCISCO + KANSAS CITY 
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modern 
feminine 
hygrene 

and therapy 


Massengill Powder has cosmetic elegance. Its clean, refreshing fragrance is acceptable to the 
most fastidious for therapeutic or routine hygienic use. Massengill Powder solutions are 
easily prepared, convenient to use, nonstaining. They effectively cleanse, deodorize and 
soothe the vaginal mucosa, while their mild astringent properties tend to decrease vaginal 


secretions. 


ArTE 
[\EAN.UP AFT 


Following intensive antibiotic therapy, increasing 
numbers of female patients return complaining 
of vulvar pruritus or vaginitis . . . and profuse 
vaginal discharge. 

Most of these present the classical picture of 
Monilia albicans,. Trichomonas vaginalis or 
mixed infections. When these infections occur, 
regular use of Massengill Powder, with its pH 
of 3.5 to 4.5, helps restore the normal acidity of 
the vaginal tract. At this normal pH the growth 
of pathogenic organisms is inhibited and the 
growth of the normal vaginal flora encouraged,! 
thus reducing the barriers to specific medication. 


R ENTION 


Massengill Powder is buffered to retain an acid 
condition. In a recent clinical observation, am- 
bulatory patients—with an alkaline vaginal 
mucosa resulting from pathogens—maintained 
an acid vaginal mucosa of pH 3.5 for a period of 
4 to 6 hours after douching with Massengill 
Powder; recumbent patients maintained a satis- 
factory acid condition up to 24 hours. Simple 
acid douches (vinegar or lactic acid) are quickly 
neutralized by an alkaline vaginal mucosa; 
therefore, they are somewhat unsatisfactory in 
maintaining the required acid pH of the vagina.’ 


Massengill Powder in the standard solution has 
a surface tension of 50 dynes/cm. as compared 
to that of water and simple acid solutions with 
72 dynes/em. This added property of reduced 
surface tension enables Massengill Powder to 
penetrate into and cleanse the folds of the 
vaginal mucosa, thus increasing the therapeutic 
effectiveness. Lowered surface tension makes 
the cell wall and cytoplasmic membrane of the 
infecting organism more permeable and thus 
more susceptible to specific therapy.” 


Massengill Powder is supplied in glass jars of 
the following sizes: 

Small, 3 oz. 

Medium, 6 oz. 

Large, 16 oz. 

Hospital Size, 5 lbs. 
Pads of douching instructions for patient use 
available on request. 


1. Lang, W.R., Rakoff, A.E., Am. Geriatrics Soc. 
1:520 (1953). 

2. Arnot, P.H., The Problem of Douching, Western 
Journal of Surg., Obs., and Gyn., Vol. 62, No. 2:85 
(1954). 


THE S. E. ,‘, |ASSENGILL COMPANY 


BRISTOL, TENNESSEE + NEW YORK + SAN FRANCISCO + KANSAS CITY 


ae 
I : 
a 
a 
‘on 
Ag 
3 
Fs 
7 LOW pH 
| 
6 


the ACE team 


has plenty of support 
For treating injuries to muscles or joints, 
ACE products provide the right combination 
of support and pressure. 


ACE Rubber Elastic Bandage 


Is made with controlled elasticity for controlled 
pressure, balanced weave for constant body. 
Over 35 years of manufacturing experience are behind 
this long-lasting, consistently reliable bandage. 


ACE-HESIVE Elastic Adhesive Bandage 


combines the elasticity and support 
of famous B-D quality cotton elastic 
with the added strength and holding properties 
of a specially developed adhesive backing. 


and now... 
a new reinforcement 
joins the line-up 
ACE Adherent (Aerosol) 


Sprayed on affected areas before bandaging, 
it prevents slipping of adhesive tape, 
bandages and dressings... reduces 
or eliminates allergic skin reactions. 

The convenient aerosol container saves loss \ 

through evaporation and residue waste — 
is so easy to handle! 


BECTON, DICKINSON AND COMPANY 


RUTHERFORD, N. J. 
B-D = 
r= 


le H 


B-D, ACE AND ACE-HESIVE, T.M. REG. U.S. PAT. OFF. sosss 


" 
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versatile dermatotherapy 


for JUNIOR and SENIOR citizens 


in pediatrics 


Desitin Ointment is 
unequalled in preventing 
and clearing up diaper rash, 
excoriation, irritation, 
chafing. 


in geriatrics 


an incomparable protectant 
and healing agent against 
excoriation due to incon- 
tinence; senile pruritus, 
_ excessive skin dryness. 


Write for samples and literature 


DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. |. 
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SOME QUESTIONS AND ANSWERS 
on Use of PLAQUENIL with Other Drags 
n Rheumatoid Arthritis 


1. May Plaquenil be used concomitantly with steroids and salicylates? 
Yes. Tolerance to the three drugs when used together is not altered. 


2. When may steroid medication be reduced after initiation of Plaquenil treatment? 
Since the beneficial effects of Plaquenil therapy are not noted for a period of at 
least four to six weeks, full maintenance dosage of the steroid should be continued 
during this period of time. Steroid therapy thereafter may be gradually reduced. 


3. May steroid therapy be withdrawn abruptly upon institution of Plaquenil therapy? 
No, except when steroids have been administered for a period of about five 
days or less. When steroids have been given for longer periods, abrupt withdrawal 
is contraindicated to prevent the possibility of adrenocortical insufficiency. 


4. How may steroid medication be reduced gradually? 


When the gradual reduction of steroid dosage is indicated, this may be 
accomplished by reducing every four or five days the dose of 
cortisone by no more than 5 to 15 mg., of hydrocortisone 5 to 10 mg., 
and of prednisolone and prednisone 2.5 to 5 mg. 


5. May salicylate medication be reduced gradually or withdrawn abruptly 
during Plaquenil therapy? 


Yes. Unlike the steroids, there is no danger attending the abrupt 
withdrawal of salicylates. However, a gradual reduction of dosage is usually 
employed as the need for adjunctive analgesia diminishes. 


« Write for Booklet -« 


| 
SIDE 
EFFECTS 
MARKEDLY 


SULFATE REDUCED 


ARTHRITIS 


DOSE: Initio 400 to 600 mp. (1 tablet 2 or 3 times daily). 
Moinfenance —200 to 400 ing. () or 2 tablets) daily. 
Onset of effect & slow, requiring at leost four to 
-welye weelste become apporent. For optima! 
least months’ therapy & acvisable. 
SUPPUED: 200 mg., bottles of 100. 
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(FLEET)® 


(FLEET)® 


(FLEET)® 


Phospho-Soda (Fleet) is recognized as an effective laxative 

in the treatment of long term constipation or occasional costive 
distress . .. and as an intestinal cleansing 
agent prior to examination or surgery. Each 
100 cc. contains 48 Gm. Sodium Biphosphate 
and 16 Gm. Sodium Phosphate. 


c. B. FLEET Co., INC. 
Lynchburg, Virginia 


also makers of 
FLEETCENEMA Disposable Unit 
OIL RETENTION ENEMA ¥(LEET® 
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TRIAMINIC stops rhinorrhea, congestion and 
other distressing symptoms of summer allergies, 
including hay fever. Running nose, watery eyes 
and sneezing are best relieved by antihistamine 
plus decongestant action — systemically — with 
TRIAMINIC. 


This new approach frequently succeeds where 
lesscomplete therapy has failed. It isnot enough 
merely to use histamine antagonists; ideally, 
therapy must be aimed also at the congestion of 
the nasal mucosa. Triaminic provides such ef- 
fective combined therapy in a single timed- 
release tablet. 


TRIAMINIC brings relief in minutes—lasts for 
hours. Running noses stop, congested noses 
open—and stay open for 6 to 8 hours. 


Triaminic provides around-the-clock 
freedom from allergic congestion with 


just one tablet t.i.d. because of the - 


special timed-release design. 


first—3, to 4 hours of relief 
m the outer layer 


then—3 to 4 more hours of relief 
from the inner core 


Dosage: One tablet in the morning, mid-after- 
noon and at bedtime. In postnasal drip, one 
tablet at bedtime is usually sufficient. 


Each timed-release TRIAMINIC Tablet contains: 


Phenylpropanolamine HCl 


Pheniramine maleate 


Pyrilamine maleate ........ 


TRIAMINIC FOR THE PEDIATRIC PATIENT 


TRIAMINIC Juvelets*, providing easy-to-swal- 
low half-dosages for the 6- to 12-year-old child, 
with the timed-release construction for pro- 
longed relief. 


“Trademark 


TRIAMINIC Syrup, for those children and 
adults who prefer a liquid medication. Each 
5 ml. teaspoonful is equivalent to 4 Triaminic 
Tablet or % Triaminic Juvelet. 


Triaminic 


SMITH-DORSEY «a division of The Wander Company - Lincoln, Nebraska « Peterborough, Canada 
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O0-MA DIAGNOSTIC X-RAY UNIT 


What price quality? 


With the General Electric Aristocrat, the price is moderate indeed — 
particularly when you consider the deluxe values designed into this diagnostic 
unit. Nothing was allowed to stand in the way of our aim to produce 
better x-ray facilities for less investment. 

Combining complete fluoroscopic and radiographic versatility, the Aristocrat 
features 81-in. motor-driven angulating table; lightweight, automatic 
spot-film unit with precision phototiming; full-wave 300-ma, 125-kvp 
transformer and control. Overhead tube hanger offers 18-ft longitudinal, 
86-in, transverse coverage. Dual heavy-duty, double-focus rotating-anode 
tubes are standard. 

MEET THE ARISTOCRAT PERSONALLY! Your G-E x-ray representative will be 
glad to introduce you to one in your area. Or write X-Ray Dept., General Electric 
Company, Milwaukee 1, Wisconsin, for Pub. F-81. 


Special terms available during 


Progress ls Qur Most Important Product 
GENERAL ELECTRIC 
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DOCTOR! 


DOCTOR! 
DOCTOR! 


0 control acute psychotic episodes... 


HORAZINE* one of the fundamental drugs in medicine 


hlorpromazine, S.K.F.) 


orazine’ rapidly controls the acute psychotic episodes that may suddenly occur in patients 
ho are suffering from severe physical or emotional stress. For example, the following case 
tory illustrates Thorazine’s effectiveness in controlling a postoperative psychosis. 


atient': 33-year-old male who had undergone subtotal gastrectomy. Patient was coopera- 
eand seemed to progress well until the fifth postoperative day. He suddenly became 
stless, suspicious, claimed to be paralyzed and said that the nurses were trying to kill 
m. Condition diagnosed as postoperative paranoid schizophrenic reaction. 


ponse to ‘Thorazine’: After ‘Thorazine’ was administered, the patient became 
operative, slept well “. .. and the following morning was mentally clear. All signs of the 


branoia were gone.” Patient returned to work five weeks postoperatively “. . . and appears 
be fully readjusted.” 


ith Kline & French Laboratories, Philadelphia 


umber ? Nuzum, ].W.: The Successful Treatment of a Postgastrectomy Schizophrenic Psychosis with Chlorpro- 
mazine, Am. Pract. & Digest Treat. 6:1849 (Dec.) 1955. *T.M. Reg. U.S. Pat. Off. 
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STOP vulvar itching and burning faster 


GET quicker cures... 


with 


® 
the true specific for monilial vaginitis 


Gentia-jel provides an unsurpassed monilial 
killing gel which disperses completely over the 
vaginal and cervical mucosa . . . penetrates into 
all folds ...and bathes the vulvar labia. This 
soothing fungus and bacteria destroying gel 
provides fast gratifying relief of vulvar itching 
and burning, and results in quicker cures. 


Have the patient follow these simple steps: 
(1) Insert applicator and instill Gentia-jel on 
retiring. (2) Remove and discard applicator, 
place a pledget of cotton in the introitus and 
wear a perineal pad. 


Supplied 
In packages of 12 single-dose disposable applicators. 


Westwood Pharmaceuticals 
Division of Foster-Milburn Co. + Buffalo 13, New York 
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A NEW 


TREATMENT FOR 
ARTERIOSCLEROSIS 


Arecent clinical investigation’ of 59 cases of generalized ° 
arteriosclerosis, treated with Iodo-Niacin Tablets for over a e 
year, showed relief of dizziness in 71% of cases, of vague e 
abdominal distress in 87%, of chronic headaches in 61%, 
and of disorientation in 50%. 


There was no symptom of iodism or other side-effect in any 
case, even when large doses were maintained. 


lodo-Niacin Tablets contain potassium iodide 135 mg. 
(2% gr.) and niacinamide hydroiodide 25 mg (% gr.). It 
has been established that niacinamide hydroiodide’ prevents 
and corrects iodism specifically. 


Long continued administration of iodides is believed to absorb e 
cellular exudates in the arterial walls.? Many medical authorities e 
recommend iodides for arteriosclerosis but warn against 
the hazard of iodism. 


The recommended dose of lodo-Niacin is 2 tab- 
lets three times daily. Supplied in bottles of | 0 ) 0 - N A C NC“ 
100 tablets, slosol-coated, pink, also in eit 


JODIDE THERAPY WITHOUT IODISM 


'Feinblatt, T. M., Feinblatt, H. M., and 


Ferguson, E. A., Am. J. Digest. Dis. 
225, 1955. CHEMICAL COMPANY 


3721-27 Laclede Ave., St. Louis 8, Mo. 
*Sollmann, T., Manual of Pharmacology, 


8th ed., 1957, p. 1121. 


*U.S. PATENT PENDING 


ee Write for professional samples and literature 


Cole Chemical Company 1 
1 3721-27 Laclede Ave., St. Louis 8, Mo. ! 
Gentlemen: Please send me professional literature and samples of 10D0-NIACIN. : 
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pregnant and postoperative patients, 


aad for drug-induced colenie stasis... 


ootile : Cling Med. 4:1509 


Physicians in Tulsa prescribe Serpasil 
for many different hypertensive patients 


Physicians in Tulsa, like many of their col- 
leagues throughout the world,” rely on the 
versatility of Serpasil in treating hypertension. 


In mild hypertension, Serpasil by itself calms 
the patient as it lowers blood pressure slowly, 
gradually and safely. It can be used as a 
priming agent in more severe cases to prepare 
the patient and enhance his response to the 
subsequent use of more potent drugs. And in 
almost every case, Serpasil used adjunctively 
lowers the dosage requirements of other anti- 


hypertensive agents and thus keeps their side 
effects to a minimum. 


Whether or not you practice in Tulsa, you 
can use Serpasil in almost any antihyperten- 
sive program —to benefit many hypertensive 
patients. 

Cc I B A SUMMIT, N. d. 


SERPASIL® (reserpine CIBA) 
2/2575MB 


*An objective survey of 1245 physicians in the 
U.S. and in 49 other countries brought out this 
fact: Serpasil controlled or helped to control high 
blood pressure in 73.8% of all patients treated. 
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has many unique advantages as an antispasmodic-sedative... 


Butibel contains (per tablet or 5 cc.): 
BUTISOL SODIUM® 10 mg. (% gr.) 


Butabarbital Sodium 


“daytime sedative” with less risk of accumulation 
or development of tolerance. 


Ext. Belladonna 15 mg. (1/4 gr.) 

Natural belladonna and Butisol have approxi- 
mately equal durations of action (no overlap- 
ping sedation or inadequate spasmolysis). 
Butibel tablets...elixir... 
Prestabs® Butibel R-A (Repeat Action Tablets) 


LABORATORIES, INC. 
Philadelphia 32, Pa. 
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Nephenalin’, the square purple tablet that relieves asthma with nebulizer speed for 4 full 
hours, offers convenience and reassurance to your ambulant asthmatic patient. Placed under the 
tongue, the NEPHENALIN tablet quickly releases 10 mg. of Isoproterenol HCI, the potent homo 
logue of epinephrine, for immediate opening of the airway. Swallowed, the NEPHENALIN tablet 
provides theophylline (2 gr.), ephedrine (34 gr.) and phenobarbital (1% gr.), for sustained 
protection from asthmatic seizure. NEPHENALIN is available for your prescription in bottles of 
20 and 100 tablets. Also available: NEPHENALIN P ‘DIATRIC. Leeming Ce Je youn. 
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lum corneum 


nydrophilic 


LOTION 


(Prednisolone 21-phosphate with neomycin sulfate) 


12000 times more soluble than prednisolone 
-" Of hyd ro CO rtiso n e e free of any irritating particulate matter. 


A. full e uniformly higher effective levels of prednisolone. J 
r the : e@ no sting, stain, unpleasant smell or stickiness. ; 
e spreads smoothly, evenly, invisibly. 
tablet 

ainel =MERCK SHARP & DOHME and Topical Lotion HYDELTRASOL 0.5%. In 15 ce. plastic squoeze battles, Aso 

les of Division of MERCK & CO., INc., Philadelphia 1, Pa. available as Topical Ointment NEO-HYDELTRASOL 0.5% (with neomycin sul- 


fate) and Topical Ointment HYDELTRASOL 0.5%. In 5 Gm. and 15 Gm. tubes. 
K 17, NY. HYDELTRASOL and NEO-HYDELTRASOL are trade-marks of Merck & Co., Inc. 


8 Saunders, 1956, p, 12° 
Pillsbury, 0. M., Shelley, W. B. and Kligman, A 
‘ in water is 0:25 mg. cé | 
4 
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WHEN JELLY ALONE 


1SED 


VAGINAL JELLY 


when the ‘jelly-alone’ method 
is advised, NEW Koromex@> 
the outstandingly competent 
spermatocidic agent... 

ig now available 

to physicians. 


proven 


AVAILABILITY, ANOTHER H-R “FIRST”. . . 


patented measured dose applicator, is supplied ina @ 

washable, feminine zippered kit, at no extra TYPE BASE 
charge, for home storage. 2.0% 
The 125 gram tube of Koromex@ may also be bought Ricieeie heide.- 


separately at any time. Factual literature sent upon request. 


HOLLAND-RANTOS CO., INC. 145 HUDSON STREET, NEW YORK 13, N. ¥- 
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Un que in ch f 
Sustained relaxing action 


on skeletal muscle 


...remarkable efficiency 
in skeletal muscle relaxation 


Robaxin 


(METHOCARBAMOL ROBINS, U.S. PAT. NO. 2770649) 


Selective and specific action 


Synthesized in the Robins Research Laboratories and clinically tested by 
hundreds of physicians, RopaxINn offers selective and specific relaxation of 


pe 


ee ae e Beneficial in 94.4% of tested cases 
e Potent and long acting of acute back pain due to muscle 
e In ordinary dosage, does not reduce — 
normal muscle strength or reflex e Relatively free from adverse side 
activity effects 


Supplied: Ropaxin Tablets (white, scored), 0.5 Gm., bottles of 50 and 500. 
‘Additional information available on request. ~ 
A. H. ROBINS CoO., INC., Richmond 20, Va. °* Ethical hinisoessutthike of Merit since If 8 


Woe 
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THE JOURNAL 


American Medical Association 


THE JOURNAL 


American Medical Association 


“in the author's clinical experience, methocar- “in no instance was there any significant reduction 
bamol has afforded greater relief of muscle in voluntary strength or intensity of simple refiexes."’* 


spasm and pain for a longer period of time with- 
out undesirable side effects or toxic reactions than 
any other commonly used relaxants . . .”* 


South 
ounnal 


“This study has demonstrated that methocarbamol 


THE J OURNAL (Robaxin) is a superior skeletal muscle relaxant in 


American Medical Association 


“An excellent result, following methocarbamol 


acute orthopedic conditions.” 


administration, was obtained in all patients with A. H. ROBINS CO., INC., Richmond 20, Virginia 


acute skeletal muscle spasm.’’* 


Published References : . carpenter, E. B.: Southern Medical Journal 51:627, 1958. 
3. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Little, J. M., and Truitt, E. B., Jr.: J. Pharm. 
& Exper. Therap. 119:161, 1957. 4. Morgan, A. M., Truitt, E. B., Jr., and Little, J. M.: J. 
Am. Pharm. Assn., Sci. Ed. 46:374, 1957. 5. O'Doherty, D. S., and Shields, C. D.: J.A.M.A. 
167: 160, 1958. 6. Park, H. W.: J.A.M.A. 167:168, 1968. 7. Truitt, E. B., Jr., and Patterson, 
R. B., Proc. Soc. Exper. Bio. & Med. 95:422, 1957. 8. Truitt, E. B., Jr., Patterson, R. B., 
Morgan, A. M., and Little, J. M.: J. Pharm. & Exper. Therap. 119:189, 1957. 


Summary of four new published clinical studies: e 


AOBAXIN, BENBRIGIML IN 95.6%.0F CASES OF. ACUTE: MUSGLE 
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THE ANATOMY OF TOUCH 


PACINI’S CORPUSCLES 


MEISSNER’S TACTILE CORPUSCLES RUFFINI’S SPINDLES 


Within the remarkably attuned somesthetic system, an elaborate 
network of nerves makes up the structure of touch: the spindles of 
Ruffini perceive heat; Pacinian corpuscles discern pressure; Meissner’s touch 
corpuscles transmit sensations. This sensitive system enables the sculptor’s 
hands to shape his eye’s image. 

Nowhere is sensitivity more important or appreciated than in the choice of a 
prophylactic —“built-in” sensitivity characterizes RAMSES® tissue-thin pro- 
phylactics. RAMSES are preferred by men because they are naturally smooth, 
demonstrably thin, transparent . . . designed fully to retain natural sensitivity. 
Yet they are amazingly strong. 

In the presence of trichomoniasis, many physicians now routinely specify 
prophylactics to prevent husband-wife re-infection. “. . . Trichomonas vaginalis 
in the male is the principal factor of re-infection in the female. . . .”? Husbands 
will cooperate more readily in the treatment plan for wives if you specify 
RAMSES, the prophylactic with “built-in” sensitivity. 

1. Feo, L. G., et al.: J. Urol. 75:711 (April) 1956. 


DOZEN GENUINE TRANSPARENT 


prophylactics service to the medical and drug professions 


of Julius Schmid, Inc. Par ok ae i 423 West 55th Street, New York 19, N. Y. 
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When you wish 
prescribe 
but, 


for psychological 


brand name... 
specify 


eprotabs 


coated, unmarked 400 mg. meprobamate tablets 
Special advantages: 


= same efficacy, same long-term safety 
as the original meprobamate 

= patients cannot identify the kind of 
medication they are receiving 


™ may be prescribed as a muscle relaxant 
without revealing, through the name, 
its tranquilizing action 


Meprotabs relieves both mental and muscular tension 
without affecting autonomic balance. 


Literature and samples on request 


(i WALLACE LABORATORIES, New Brunswick, N. J. 


reasons, not its 
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DO YOU KNOW HIM? 

He’s a medical student, a good one. Holds his own 
(and then some) against tough competition in a 
big class. He’ll make a doctor you’d be proud to as- 
sociate with; a real credit to the general practice of 
medicine. He may be your own son, or the son of a 
friend, or a member of your old fraternity. 

WILL WE LOSE HIM? 

Unless something’s done, the chances are he’ll never 
be a family doctor. Instead, he’ll choose some highly 
publicized, glamorized specialist field. Why? Large- 
ly because he simply isn’t aware of the challenge 
and drama and satisfactions of modern general 
practice! 

WHAT CAN YOU DO? 

You can help him see general practice in its true 
light through the pages of GP—the family doctor’s 
own magazine. Because of the importance of reach- 
ing young men like him, GP offers a special reduced 
subscription rate of just five dollars a year for stu- 
dents, interns, residents, fraternities and libraries, 


Through authoritative, down-to-earth articles, GP 
brings home to him the broad basic influence that 
can be his as a general practitioner. Dramatic use 
of color and illustration help speed his selection and 
reading. He welcomes every issue of this new kind 
of medical journal! 
GIVE HIM GP 
If you know him, or a like him, why not see to it that he 
learns more about general practice? Give him a year’s sub- 
scription to GP. Upon receipt of your instructions, we'll 
mail him a folder announcing your gift. You needn’t send 
any money now; we'll start his subscription immediately 
and bill you. 


the family doctor's own magazine 


MARK AND MAIL THIS COUPON TODAY! 


The American Academy of General Practice 
Volker Boulevard at Brookside 
Kansas City 12, Missouri 
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we off er irsc xa r STYRAMATE, ARMOUR 
2-hydroxy 2-phenylethy! carbamate 
AN ENTIRELY NEW CHEMICAL STRUCTURE 


@ consistently effective 
@ rapid onset of action 
@ long acting: no fleeting effects 
unlike any other © wall thlerated by the tract 
muscle relaxant @ won’t cause drowsiness or 


currently available e PH no adverse psychic 


effects even on prolonged 
administration 


®@ effective in low dosage 


Each Sinaxar tablet contains: Dosage: One or two tablets t.i.d. 
Styramate, Armour 200 mg. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY © KANKAKEE, ILLINOIS 
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Here are some titles you'll find in 
1958 Abstracts: 


“Emotional and Physical Problems 
of the Teen-Ager”’ 
“Indefinite Pelvic Mass” 


“The Family Doctor and His Prob- 
lem Eye Cases” 


“Body Fluid Imbalances” 


“Ataraxics in General Hospital 
Practice” 


“Newer Concepts in Treatment of 
Duodenal Ulcer” 


“Stress Incontinence in the Female” 


Trauma’ 


Order your 
1958 Abstracts 
today! 


New 1958 Abstracts 
condenses your Dallas Assembly 


into 300 pages, 1,000 pictures 


ABSTRACTS PRESERVES the essence of the scientific pro- 
ceedings at your Tenth Anniversary Assembly. Whether 
or not you were there, you need this quick-study digest 
of presentations by 35 speakers and 86 scientific exhibits. 


ABSTRACTS is rigidly case bound in brown simulated 
leather, 834” x 11/2” in size. It makes a handsome addi- 
tion to your library and an appropriate professional gift 
to a colleague or medical library. The price is ten dollars 
a copy, postage paid. You need send no money now; 
you can be billed upon delivery. 


The American Academy of General Practice 
Volker Boulevard at Brookside 
Kansas City 12, Missouri 


Please send me one copy of 1958 Abstracts at $10 postpaid 


as soon as it is printed. 


Payment enclosed [] Bill me on delivery O) 


4 
i, 
| 
| 
| | 
— ; 
| 
| 
| 
l 
{ Zone. Seate___—— 
1 
| 
| 
| — 


plicity 


“a ‘yacceptable 


Keep back issues 
of GP handy 


JEWELRY 


Tuis Srurpy GP Fite Box keeps one volume (six issues) 
clean, orderly, readily accessible. It is suitable for keeping 
all your back issues, or for storing them until you have 
enough to send out for permanent binding. Covered in 
blue Kivar imitation leather and heat-embossed with 16- 
karat gold leaf. 


Single file, $2.50; three files, $7.00; six files, $13.00. Sat- 
isfaction guaranteed or your money back. Order direct 
from the manufacturer: 


JESSE JONES BOX CORPORATION 
Post Office Box 5120, Philadelphia 41, Pennsylvania. 


Preserve 


OFFICIAL TIE CHAIN your GP copies 


in permanent 


binding 


THIS RIGID BINDING of washable buckram keeps 
your back issues neat, ready for reference by vol- 
ume. It comes in medium blue with gold stamp- 
ing on the spine (“GP,” AAGP seal, volume 
number and year) and your name in gold on the 
front cover. 

The price of binding is $4,15 per volume. 
To order yours, send all six issues of each vol- 
ume to be bound to the address below via pre- 
paid parcel post or express. They furnish indices. 
Make your check or money order payable to 
PABS (Publishers Authorized Binding Service). 
Within four weeks, you will receive your bound 
volume prepaid. The address: PABS—Publishers 
Authorized Binding Service, 5811 West Division 
Street, Chicago 51, Illinois. 


GP Volume Number? 


i: ALL OFFICIAL JEWELRY bears the seal of the American — e 
. Academy of General Practice. The seal is handsomely 
: crafted of blue and white enamel and gold or silver (to 
si match the jewelry metal you choose). The jewelry itself 
is the finest available. Any piece makes a distinctive 
co personal gift or professional award. 
7 
OFFICIAL RECOGNITION PIN 
WD OFFICIAL CUFF LINKS 
‘ Sturdy positive-action hinge links. 
| 
Solid Gold Sterling | 
$ 6.00 4.50 
= | 9.00 8.00 
Tie chain 11.00 9.00 
Money dip 13.00 12.00 
ae Tie bar 11.00 10.00 
Cuff links 11.00 10.00 
| Ring (codvceus on shanks) Ronson lighter 12.75 
Chapter president's hey include 10% fed. excise tax. 
si or letterhead. Send the list with your check for 
ee _the total amount to: American Academy of Gen-— 
a eral Practice, Volker Boulevard at Brookside, Kan- 
Sie “sas City 12, Missouri. Write for illustrations of 
age the various styles of rings. When you order a 
Sia ring, a size chart will be sent immediately upon - 
es ‘receipt of your order. C.O.D. orders carry a few 
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The“OLD AGE SYNDROME” 
hasn't got him down! 


NIATRIC 


For return to more normal, happier activity and 
improved behavior in the “Old Age Syndrome” — 
Niatric brings renewed interest and emotional 
relief from mild depression, confusion, and for- 
getfulness. Niatric improves circulation, helps to 
protect capillary integrity and to guard against 
the “little strokes” often found in your older pa- 
tients suffering from symptoms of cerebral vas- 
cular insufficiency. 


LITERATURE AND SAMPLES AVAILABLE ON REQUEST 


COMPOSITION: Pentylenetetrazol 100 mg., Nicotinic Acid 
50 mg., Ascorbic Acid 100 mg., Bioflavonoids 100 mg. 


A... F. ASCHER & CO., INC. « Ethical Medicinals/ Kansas City, Mo. 


MODERNIZE YOUR..OFFICE 


WITH NEW 


FEWER ANGINAL ATTACKS. 
PROTECTS AGAINST PAIN 
AND CONTROLS: ANXIETY, 
Equipment selection for your treatment room is easy ( K EQ U A N I eB 


when you choose STEELINE. Every piece is designed to 
make the day’s work easier, faster and more pleasant. 


F ificati Al 
Catalog, Your Aloe reproscstative wil be E UA N I RATE* 


glad to assist you in every way. Dept. 110 _Meprobamate and Pentaerythritol Tetranitrate. 


Ws 


14 fully-stocked 
a@.s. aloe company | divisions... 


1831 OLIVE STREET © ST. LOUIS 3, MO. coast to coast 
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pentaerythritol tetranitrate (10 mg.) *Triidemark 
253 


PSORIASIS 


Proved Clinically Effective Oral Therapy — 


maintenance regimen may keep patients 
lesion-free. 


COMPLETE LITERATURE AND REPRINTS 
UPON REQUEST. JUST SEND AN Rx BLANK. 


LIPAN 


LIPAN Capsules contain: Specially 
prepared highly activated, desiccated 


and defatted whole Pancreas: Thiamin e 
HCl, 1.5 mg. Vitamin D, 500 I.U. Sp irt & Co., Inc. 
Available: Bottles 180’s, 500’s. j WATERBURY, CONN. 


Spermicidal, moniliastatic, trichomonastatic. The evident increase in the incidence of moniliasis suggests regular use of a cot 
traceptive shown in the laboratory to be moniliastatic. Also, Lanteen jelly’s proven activity against trichomonas can aid in prevent: 
ing reinfection with this organism by the male partner. Lanteen contraceptive jelly enables all your patients to use continuously 
the preferred and safest contraception technique. Even problem patients do not have to change to the condom method or otherwise 
interrupt the diaphragm-jelly regimen. Now your*patients can have triple protection with no extra cost. Lanteen jelly is not a treat: 
ment for clinically active moniliasis or trichomoniasis. Write for complete details on Lanteen’s triple protection. Lanteen jelly cor- 
tains Ricinoleic Acid 0.50%, Hexylresorcinol 0.10%, Chlorothymol 0.0077%, Sodium Benzoate and Glycerin in a Tragacanth Base. 


DISTRIBUTED BY GEORGE A. BREON & COMPANY, 1450 BROADWAY, NEW YORK 18,N.Y. (IN CANADA: E. & A. MARTIN RESEARCH LANTEE N’} FLLY 
LTD., 20 RIPLEY AVENUE, TORONTO, CANADA) MANUFACTURED BY ESTA MEDICAL LABORATORIES, INC., CHICAGO 38, ILLINOIS 
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Efficacy of Antihemophilic Plasma in controlling the postopera- 
tive oozing that often occurs when patients have been massively 
transfused with banked blood has been reported by Howland. ° 


He describes routine use of this specially processed plasma when 


oozing persists after 

closure of the wound. 

Fibrinolysis, he found, 

“usually: responds dra- 

matically” to its administration. Why this hemostatic 

efficiency? Because Antihemophilic Plasma is fresh 

plasma that has been rapidly processed to retain the 

labile clotting factors which are rapidly lost in banked 

blood. Hyland Antihemophilic Plasma (Irra- 
diated, Dried ) requires no grouping, typing or 

p crossmatching. Just reconstitute with accom- 
. @ @ @ panying diluent and it is ready to administer. 
Five-year dating. Available in 8 sizes: 50 cc. with built-in filter for syringe administra- 


tion; 100 cc. and 250 cc., each with administration set. 
*Howland, W. S.: Cardiovascular and Clotting Disturbances during Massive Blood 
Replacement, Anesthesiology 19 (2): 140-152 (March-April, 1958). 
Hyland Laboratories, 4501 Colorado Blvd., Los ri Y | A N f) 
Angeles 39, Calif.- 160 Lockwood Ave., Yonkers, N.Y. : 


ARM 
SLING 


Now Available in Colors! 


| The popular DePuy Arm Sling is now 
Gyailable in navy blue or dark brown, 
in addition to standard white. New col- 
ors do not show soil, harmonize with 
tlothing. Designed to take the weight LA 
Off patient's neck, the DePuy Arm Sling ih 2 

| gives strong, dependable, comfortable 
| Spport. Very simple to apply. Wash- \ 


ATTACKS 
PROTECTS AGAINST PAIN 
ANT) CONTROLS ANXIETY. 
Handy aluminum strips padded with DePuy Plastic-Foam, a (E Q UA N I L* A ND PET N) 


can be easily cut to size and formed for finger splints or protectors. 
yu sized, correctly formed splints when you need 

Very light weight, yet affords ample protection. Plastic- 

| Foam ae is resilient, assures comfort. Non-toxic, will not E Q | J A N I I R AT E* 
irritate normal skin. No. 671. %” x 18”, $9.00 dozen. 1” me 

| 18", $10.00 per dozen. ai : Meprobamate and Pentaerythrito! Tetranitrate 


| STANDARD of 50, 
moma DePuy Manufacturing Co., Inc. i 


| SINCE 1895 WARSAW, INDIANA 
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AND PREVENTION OF 


@ HOMEMAKERS PRODUCTS DIVISION * GEORGE 


MISS PHOEBE NO. 21 IN A SERIES 


Patients like to get out and discover 
new worlds in lightweight, easy-to- 
maneuver E&J chairs. As rugged as they 
are handsome, E&J chairs give many 
extra years of service with little or no 
maintenance. Finger-tip folding and 
perfect balance mean easy handling, too. 


Detachable-desk-arm model 
permits easier entry and exit, 
normal access to desk and table 


“I’ve seen better rockets, but get a load of that There’s a helpful authorized dealer near you 


Everest & Jennings chair . . . it’s out of this moon!” EVEREST & JENNINGS, INC., LOS ANGELES 2 
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Sunburn Is A Medical Problem 


 OXSORALEN 
_ Brand of Methoxsalen (8 me) 


“minimizes 
6 millio 


12 1R Paul B. 


BRYAN + OHIO 


aaq 


the peak of hospitality at PIKES PEAK 
The ANTLERS 


The largest and finest hotel in Colorado 
Bernas. completely remodeled. In the center 

déwntown — within walking distance of all 
activities. 300 luxurious rooms, surrounded by 
fifteen acres of gardens. Beautiful view of 
Rockies from Terrace. 


Home of the famous GOURMET ROOM 
Night Club. Golf, tennis, year-around ice- 
skating and many other sports nearby. 


For reservations, write—MIKE COBB, Manager SS 


COLORADO SPRINGS 
COLORADOAL 


oog 
«Behe 
oac 


FEWER ANGINAL ATTACKS. 
PROTECTS AGAINST PAIN 
AND CONTROLS ANXIETY. 
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Index to Products 


DIETARY 


Baby Foods (Gerber) 
BiB Juices (Mead 
Johnson) 
Bremil (Borden) 
204, opp. 204, 205 
Dairy Products (National 


Evaporated Milk 

(Carnation) 
Instant Milk (Carnation) . .190 
Karo Syrup (Corn 

Products) 
Mazola (Corn Products)... 46 
Oatmeal (Quaker) 
Pablum (Mead Johnson) . . 
Similac (Ross) 


EQUIPMENT 


Aristocrat X-Ray 

(General Electric) 
E & J Chairs (Everest 

& Jennings) 
EK-III (Burdick) 
Medalist X-Ray (Mattern).196 
Oxygen Therapy (Linde) 218 
Steeline (Aloe) 
Visette 300 (Sanborn).... 48 
X-Ray Supplies (General 

160-161 


PHARMACEUTICAL 
Achromycin V 


(Lederle) . 
Albustix (Ames) 
Ambar (Robins)......... 62 


Antihemophilic Plasma 


Atarax (Roerig) 
Ataraxoid (Pfizer). . .150-151 
Azo Gantrisin 


Baby Silicare (Revlon)... 52 


Benadryl (Parke, Davis).. 7 
Bioflavonoids (Sunkist) . . .188 


258 


PHARMACEUTICAL (cont.) 


Biphetamine 
(Strasenburgh) . . . .222—223 
Butazolidin (Geigy) . . .opp. 33 
Butibel (McNeil) 
Cafergot (Sandoz) 
Caladryl (Parke, Davis) . . .219 
Cantil (Lakeside) . . 3rd Cover 
Cathomycin (Merck 
Sharp & Dohme) 
Clinistix (Ames)......... 
Compazine (Smith, Kline 
Convertin-H (Ascher)... . 
Co-Pyronil (Lilly) 
Cortrophin-Zinc 
Cosa-Tetracyn, 
/Signemycin, 
/-Terramycin (Pfizer) . . 
Deaner (Riker) 
Delfen (Ortho).......... 
Deprol (Wallace) 
Desitin (Desitin) 
Diamox (Lederle) 
Diaparene 
(Homemakers’) 
Dienestrol (Ortho) 
Dimetane (Robins) 
Diuril (Merck Sharp & 


Donnagel (Robins) 
Dulcolax (Geigy) 
Eldec (Parke, Davis) 
Elixophyllin 

(Sherman) 
Elkosin (Ciba) 
Engran (Squibb) 
Equanitrate 

(Wyeth) . .20, 253, 255, 257 
Ferrolip (Flint-Eaton).... 40 
Fostex (Westwood) 
Furacin (Eaton) 
Furadantin (Eaton). . 210-211 
Gentia-Jel (Westwood). . .236 
Gentian Violet Supprettes 


Kaon (Warren-Teed).... 24 


PHARMACEUTICAL (cont.) 


Kenacort (Squibb) 
Ketostix (Ames)......... 
Kolantyl (Merrell) .2nd Cover 
Koro-Flex 
(Holland-Rantos) 
Koromex-A 
(Holland-Rantos) 
Kynex (Lederle) 
Lanteen (Esta) 
Linodoxine (Pfizer) 
Lipan (Spirt) 
Lotusate (Winthrop).148, 149 
Massengill Powder 
(Massengill) 
Mediatric 
(Ayerst) 213, opp. 213 
Medihaler-Epi & Iso 


opp. 228 


Meprospan (Wallace) .198, 260 

Meprotabs (Wallace) 247 

Metamine (Leeming) 

Methedrine (Burroughs 
Wellcome) 

Midicel (Parke, Davis)... 65 

Milpath (Wallace) 

Milprem (Wallace) 

Miltown (Wallace). . . .16, 33 

Miltrate (Wallace). . .152-153 

Moderil (Pfizer) 

Mudrane (Poythress). . . .216 

Murel 

Myadec (Parke, Davis) . . .199 

Natabec (Parke, Davis)... 154 

Neo-Hydeltrasol (Merck 
Sharp & Dohme) 

59, 155, 197, 221, 243 
Nephenalin (Leeming) . . .242 
Niatric (Ascher) 

Noctec (Squibb) 


Novahistine (Pitman- 


Orinase (Upjohn) 
Oxsoralen (Elder) 
Panthoderm (U.S. 
Vitamin) 
Pen Vee Sulfas (Wyeth).. 47 
Paraflex (McNeil)........ 29 
Peri-Colace (Mead 
Johnson)........ 
Phenaphen (Robins) 
Phospho-Soda (Fleet)... .232 


PHARMACEUTICAL (cont.) 


Plaquenil (Winthrop) .. . .23] 
PMB-200 (Ayerst) .. opp. 212 
Precalcin (Walker)... _.176 
Preludin (Geigy)... opp. 32 
Premarin (Ayerst) .. 215, 217 
Pyribenzamine (Ciba) . . . . 156 
Ramses (Schmid) 
Ritalin (Ciba)......... . .228 
Robaxin 

(Robins) . . . .opp. 244, 245 
Serpasil (Ciba) 
Sinaxar (Armour)... . . .249 
Softran (Stuart) 226-227 
Sur-Bex (Abbott) 
Sustagen (Mead Johnson) 

4th Cover, opp. 164 

Tao (Roerig) 
Terra-Cortril (Pfizer)... . 27 
Tetrex (Bristol) opp. 156 
Thorazine (Smith, Kline 

& French) 
Triaminic 

(Smith-Dorsey) . . . . . . .233 
Tridal (Lakeside) . .3rd Cover 
Triva (Boyle) 
Tryptar (Armour)... .. .. 164 
Tussionex (Strasenburgh). 44 
Urecholine (Merck Sharp 


Vesprin (Squibb) 
Veracolate 

(Standard) 
Visine (Pfizer) .........- 
Viterra (Roerig)......-.- 
Zanchol (Searle) 


MISCELLANEOUS 


Ace Bandages (Becton, 
. Dickinson) 
Collar (Camp) 
Colostomy Appliances 


Fracture Equipment 
(De Puy) 

GP Permanent Binding 
(PABS) 

GP Volume File (Jesse 


Plaster Bandages 


(Johnson & Johnson)... 63 
Tucks (Fuller).....----: 12 


GP Volume XVI!!, Number? 


4 
a 
Mephyton (Merck Sharp 
& Deohme)..........-162 
157 
Dohme)..... . ... . .208-209 159 
a 
. 
Moore)...........31, 178 
8 
(Hyland)............ | 
Artane (Lederle)........ 19 255 
| 
Iodo-Niacin (Cole)... ... .237 


Abbott Laboratories. .. . . 64 
A. §. Aloe Company..... 253 
Ames Company, Inc..... 18 
257 
The Armour 


Laboratories... .. . 164, 249 
B. F. Ascher & Co., 


Ayerst Laboratories... 14-15, 


Becton, Dickinson and 

The Borden Company 

ae 204, opp. 204, 205 
Boyle & Company..... 50-51 
Bristol Laboratories. .opp. 156 
The Burdick Corporation. 25 
Burroughs Wellcome 

182 
§, H. Camp and Company . 192 
Carnation Company . . 36, 190 
Ciba Pharmaceutical 

Products Inc. 

.....43, 61, 156, 228, 240 
Cole Chemical Company. . 237 
Corn Products Refining 

Company......... 46, 224 
Davol Rubber Company.. 58 
DePuy Manufacturing Co . 255 
Desitin Chemical Company 230 
Eaton Laboratories 

. .32, 210-211 


Everest & Jennings, Inc. .256 
C.B. Fleet & Co., Inc. . .232 
Flint, Eaton & Company.. 40 


Fuller Pharmaceutical 

12 
Geigy Pharmaceuticals 

as 26, opp. 32 
General Electric 

Company . . . . 160-161, 234 
Gerber Products 

28 
Rantos Company, 

165, 244 

Products Div., 


Geo. A. Breon & Co... 
Hyland Laboratories... . . 255 


Johnson & Johnson... . . 63 
eside 
Laboratories... . . 3rd Cover 


. 19, 45, 54-55, 158 


lindeCompany......... 218 
McNeil Laboratories. .29, 241 
The $. E. Massengill 

BY . opp. 228 


Index to Advertisers 


opp. 212, 213, 215, 217 


Mattern X-Ray Division 
of Land-Air, Inc...... 196 
Mead Johnson & Company 
....6, opp. 164, 4th Cover 
Merck Sharp & Dohme... .9, 
37, 59, 155, 162, 197, 
208-209, 221, 243 
The Wm. S. Merrell 


National Dairy Council. . .186 
Organon, Inc... .°....... 184 
Ortho Pharmaceutical 


Parke, Davis & Company 


"7, 22, 65, 154, 199, 219 


Pfizer Laboratories... .. 27, 
60, 150-151, 163, 201, 202 
Pitman-Moore 


Company......... 31, 178 
Wm. P. Poythress & 

Oats Company. . .174 
Revlon Pharmacal....... 52 
Riker Laboratories, 


A. H. Robins Co., Inc. . .4, 
30, 62, 200, opp. 244, 245 
Roche Laboratories. ..opp. 52 
J. B. Roerig and Company 
.53, 159, opp. 220 


Sanborn Company... ... . 48 
Sandoz Pharmaceuticals. . 38 
Julius Schmid, Inc....... 246 
G. D. Searle & Co....... 1 
Sherman Laboratories 206-207 
Smith-Dorsey........... 233 
Smith Kline & French 
Laboratories........ 8, 235 


E. R. Squibb & Sons 
41, 56, 157, 212 
Standard Laboratories, 
238-239 


The Stuart Company.226—227 
Sunkist Growers........ 188 
The Upjohn Company. . .225 
U. S. Vitamin Corporation.187 
Walker Laboratories, Inc. . 176 
Wallace Laboratories. . . 16, 

33, 49, 57, 66-67, 
152-153, 198, 247, 260 
The Warren-Teed 

Products Co.......... 24 
The William A. Webster 

Co 


Pharmaceuticals. . .170, 236 
Winthrop 

Laboratories. . 148-149, 231 
Wyeth Laboratories 

digas 20, 47, 253, 255, 257 


bibliographies 


For your convenience 


in requesting bibliographies 
of scientific articles 
appearing in 
GP 


GP 

Production Department 
The American Academy of General Practice 
Volker Boulevard at Brookside 

Kansas City 12, Missouri 


Please send me the bibliographies of the scientific 
articles listed below: 


Title. 
Author Issue. 
Title. 
Author Issue. 
Title. 
Author. Issue. 
Title. 
Author. Issue. 
Title, 
Author. Issue 


PLEASE PRINT CLEARLY: 


City & State. 


q 
a 
212 | 
32 
, 217 
156 
. 228 
180, 253 
Company 2nd Cover 
245 
|, 240 
. .249 Corp 39, 251 } 
5-227 
.. & 
a) 
>. 164 
p. 220 USE THIS COUPON 
| 
D i 
1 
Cover 
50-51 
hy. 
162 Paul B. Elder Co... .. . . .257 
Esta Medical Laboratories, 
i 
l 
2 
1 
R. J. Strasenburgh Co. 
! 
| 
192 
1 
1 
g ! 
Leeming Ou, 1 
‘ .../.,...192,942 ‘Westwood 
952 Eh Lilly & Caz 
H 
mn) . - 63 
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sustained release 


Meprospan 


meprobamate (Miltown®) capsules 


q.12h. 


effectively relieve nervous tension and anxiety 
without interruption, day and night. Two 


capsules on arising last all day, two capsules 
at bedtime last all night. Exceptionally well 
tolerated .. . extremely convenient. 
Dosage: 2 Meprospan capsules q. 12 h. 
Supplied: 200 mg. capsules, bottles of 30. Reference: Baird, H. W., III: 
A comparison of Meprospan 
Literature and samples on request (sustained 
WALLACE LABORATORIES, New Brunswick, N. J.. 
cme-7329 *TRADE-MARK discovered and introduced Miltown® Submitted for publication, 1958. 


GP Volume XVIII, Number 2 


pings 
hi gh 
i 
f 
f 
4 


TABLET 


— 


ci _ COLON DISORDERS ‘...the most effective avail- 
plain or with phenobarbital anticholinergic drug. 
For the colon. or reduces diarrhea, distention 
remedial action wh 
| 
| 
pylorospasm, biliary dyskinesia, peptic | 
is hernia, chronic pancreatitis,» prompt, prolonged relie 
CANTIL and TRIDAL give relief with unusua 
dom from f with unu ree- 
dom ‘inary retention, blurred visic 
A.: f n. J. Gastroe terol. 28:54 1957. Settel, E.: CA 
mber 2 


better nutrition, 
more effective buffering 


Sustagen: 


Complete food, Mead Johnson 
powder 


helps you keep 
peptic ulcer patients well-fed 
... comfortable... on the go 


With Sustagen, you can provide the 
peptic ulcer patient with a diet complete 
in all known essential nutrients . . . and, 
because of its effective buffering action, 
Sustagen helps speed healing of the lesion. 


In a study of 40 patients “refractory to 
conventional ulcer therapy,” 87% re- 
sponded favorably toa Sustagen regimen. 
(Winkelstein, A.: Am. J. Gastroenterol- 
ogy 27: 45, 1957) 


Special Printed Diets for Peptic Ulcer 
Patients (Lit. 306) are available to save 
you time in instructing your patients. 
For a supply or specimens of these diets, 
you are cordially invited to ask your 
Mead Johnson Representative or write 
to us, Evansville 21, Indiana. 


Mead Johnson 


Symbol of service in medicine 


; for peptic ulcer patients / 
4 
4 
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4 3 
. 
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